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FAMILY PLANNING/REPRODUCTIVE HEALTH
TRAINING MANUAL
F O R P R I VAT E S E C T O R P H Y S I C I A N S

DAY ONE

SESSION 1

Introduction
•
•
•
•
•

Goal
Learning Objectives
Schedule
Expectations and ground rules.
Pre-test
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Goal
• Ensure availability and Improving the quality
of FP/RH services delivered by private sector
providers for youth in Egypt.
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Objectives
• By the end of this training course, each
participant will be able to:
– Discuss the population problem in Egypt
highlighting latest findings of EDHS (2014) and
importance of family planning as a human right.
– Discuss available contraceptives with respect to
mode of action, effectiveness, indications, WHO
medical eligibility criteria, how to use and side
effects,
– Manage problems associated with contraceptive
practice.
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Objectives (cont.)
– Enable clients to safely and effectively use
specific FP methods through proper counseling
and service provision.
– Demonstrate the steps of client clinical
assessment.
– Demonstrate appropriate CuT380A IUD insertion
and removal on pelvic model.
– Follow infection control practices in FP clinics.
– Describe postpartum and post abortion FP
methods.
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Objectives (cont.)
– Demonstrate appropriate implanon insertion
and removal on arm model.
– Discuss Emergency contraception pills (ECPs)
with clients.
– Identify the role of men in FP and GBV.
– Discuss issues surrounding FGM/C.
– Identify sexually transmitted infections (STIs) in
RH practices.
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SESSION 2

Objectives
• By the end of the session the participant will
be able to:
– Discuss the elements of the population problem
in Egypt and it's consequences.
– Discuss FP practice in Egypt using DHS 2014
data.
– Explore Health benefits of family planning as a
human rights.
– Explain healthy timing and spacing of
pregnancies.
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اﳌﺸكﻠﺔ اﻟﺴكﺎﻧﻴﺔ 7ى ﻣﺼﺮ
• تﻌﺮيﻒ اﳌﺸكﻠﺔ اﻟﺴكﺎﻧﻴﺔ 2 :ي الخﻠﻞ 7ي اﻟﺘﻮازن ﺑ=ن ﻣﻮارد اﻟﺪوﻟﺔ
وﺣﺎﺟﺎت اﻟﺴكﺎن أو ﺑﻤﻌ IHآﺧﺮ ﺑ=ن ﻣﻌﺪﻻت اﻟﺘﻨﻤﻴﺔ اﻻﻗﺘﺼﺎدﻳﺔ
وﻣﻌﺪﻻت اﻟﻨﻤﻮ اﻟﺴكﺎنﻲ .وكﻠﻤﺎ اتﺴﻌﺖ اﻟﻔﺠﻮة ﺑﻴYXﻤﺎ أﻧﺨﻔﺾ
ﻣﺴﺘﻮي اﳌﻌيﺸﺔ وﺗﺪنﻲ ﺑﺎﻟنﺴﺒﺔ ﻟﻸﺳﺮة واﻟﻔﺮد ،وبﺎﻟﺘﺎeي ﻳﻨﺨﻔﺾ
اﳌﺴﺘﻮي اﻻﺟﺘﻤﺎfي أي ﻣﺰيﺪ ﻣﻦ اﻟﺘﺨﻠﻒ وﻋﺪم اﻟﻘﺪرة ﻋlي اﻹﻧﺘﺎج
ﻧتﻴﺠﺔ ﺗﺪنﻲ ﺧﺼﺎﺋﺺ اﻟﺴكﺎن ﻓﺘﺘﻔﺎﻗﻢ اﳌﺸكﻠﺔ.
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اﻵﺛﺎر اﻟﺴﻠﺒﻴﺔ اﻟﻨﺎﺗﺠﺔ ﻋﻦ اﳌﺸكﻠﺔ اﻟﺴكﺎﻧﻴﺔ
• أﺳﺘﻤﺮار ﻣﻌﺪﻻت اﻟﻨﻤﻮ اﻟﺴكﺎنﻰ ﻋ7ى ﻣﺴﺘﻮيﺎ;:ﺎ الحﺎﻟﻴﺔ ﺳﻴﺆدى إDى
ﺗﺮاﺟﻊ اﻟﻌﺎﺋﺪ ﻋ7ى ﺟهﻮد اﻟﺘﻨﻤﻴﺔ و أﻧﺨﻔﺎض ﻧﺼيﺐ اﻟﻔﺮد Rى اﻷﻧﻔﺎق
ﻋ7ى اﻟﺘﻌﻠﻴﻢ و اﻟصحﺔ و اﻹﺳكﺎن و اﻟﻨﻘﻞ و اﳌﻮاﺻﻼت و ﻧﺼيﺒﮫ Rى
اﻷرض اﻟﺰراﻋﻴﺔ و اﳌﻴﺎﻩ و اﻟﻄﺎﻗﺔ ﺑﺄﻧﻮاﻋهﺎ ،ﻛﻤﺎ ﺳﺘﺠﻌﻞ هﺬﻩ اﻟﺰيﺎدة
الحﺪ ﻣﻦ اﻟﺒﻄﺎﻟﺔ و اﻷﻣﻴﺔ واﻹﻛﺘﻔﺎء اﻟﻐﺬائﻰ أﻛ rqﺻﻌﻮبﺔ.
• ﺗﺰاﻳﺪ اﻟﺘﺤﺪﻳﺎت اﻟﺒﻴئﻴﺔ اﻟﻨﺎﺗﺠﺔ ﻋﻦ اﻟﺰيﺎدة اﻟﺴكﺎﻧﻴﺔ ﻓﻴﻤﺎ ﻳﺘﻌﻠﻖ
ﺑﺎﳌﻴﺎﻩ و اﻟﺘﻠﻮث و اﻟﻨﻤﻮ اﻟﻌﺸﻮائﻰ و ﺿﻌﻒ اﻟﻘﺪرة ﻋ7ى اﻟﺘﺨﻠﺺ ﻣﻦ
اﻟﻨﻔﺎﻳﺎت ﻣﻤﺎ ﻳﻨﻌﻜﺲ ﺳﻠﺒﺎ ﻋ7ى صحﺔ اﳌﻮاﻃﻨÇن.
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هﺪف اﻟﺴﻴﺎﺳﺔ اﻟﻘﻮﻣﻴﺔ ﻟﻠﺴكﺎن Pي ﻣﺼﺮ
•
•
•
•
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اﻻرﺗﻘﺎء ﺑﻨﻮﻋﻴﺔ اﳌﻮاﻃﻦ اﳌﺼﺮى ﻣﻦ ﺧﻼل ﺧﻔﺾ ﻣﻌﺪﻻت اﻟﺰيﺎدﻩ
اﻟﺴكﺎﻧﻴﮫ.
أﻋﺎدة اﻟﺘﻮزيﻊ الجﻐﺮاPي واﻟﺴكﺎنﻲ ﳌﺼﺮ.
اﻻرﺗﻘﺎء ﺑﺎلخﺼﺎﺋﺺ اﻟﺴكﺎﻧﻴﺔ.
ﺗﻘﻠﻴﻞ اﻟﺘﻔﺎوﺗﺎت اﻟﺪﻳﻤﻮﺟﺮاﻓﻴﺔ واﻻﺟﺘﻤﺎﻋﻴﺔ واﻻﻗﺘﺼﺎدﻳﺔ ﺑ_ن
اaجﻤﻮﻋﺎت اﻟﺴكﺎﻧﻴﺔ واﳌﻨﺎﻃﻖ الجﻐﺮاﻓﻴﺔ اaخﺘﻠﻔﺔ.

Population Situation in Egypt
• Total population was 88
million at the time of
EDHS in 2014.
• The latest figure
according to CAPMAS is
93.2 million in Jun 2017.
• More than one third of
Egypt’s population is
under the age of 15
years.
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Fertility in Egypt
• Total fertility rate is defined as: the number
of children a woman would have by the end
of her childbearing (or reproductive) years.
• Total fertility rate has increased from 3 in
2008-EDHS to 3.5 in 2014-EDHS.
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Fertility Trends
1988-2014
Births per woman for a three-year period before the survey
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Fertility by Place of Residence
Births per woman for a three-year period before the survey
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Fertility by Place of Residence
• Governorates with the lowest fertility rates:
– Alexandria: 2.2
– Cairo: 2.6

• Governorates with the highest fertility rates:
– Matrouh: 4.8
– Fayoum: 4.6
– Souhag: 4.3
– Assuit: 4.2
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Median Age at First Birth for Women
• Although the legal age at marriage for
women in Egypt is 18 years, 6.4 % of women
age 15-17 were ever-married while 6.2%
were currently married.
• Teenage Childbearing: 7% of married women
between the ages of 15-19 are already
mothers and 4% are pregnant with their first
child.
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Current Use of Contraception
Percentage of currently married women aged 15-49
70
60

59

57

50
40
30

30
20

16
9

10

3
0
Any method

Any modern
method

IUD

Pill

Injectable

Other Modern
Method

20

Trends in Use of Family Planning
Percent of currently married women aged 15-49
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Governorates with Contraceptive Use
at/Below the National Average
Percent of currently married women aged 15-49 using any
method of contraception
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Source of Contraception
Percent distribution of current contraceptive users
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Unmet Need for FP services
• Women are considered as having an unmet
need for family planning if they wish to: space
their next birth OR to limit childbearing
altogether BUT are not using contraception.
• 13% of currently married women have an
unmet need for family planning (5% spacing 8% limiting)
• In other words: 2 million women in Egypt don’t
get the FP methods they need to space or stop
child bearing.
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Women's Reasons for Not Using FP
• Fertility- related reasons (Breastfeeding , not
menstruated since last birth).
• Opposition to use (woman opposed,
husband opposed, religious prohibition).
• Lack of knowledge.
• Method- related reasons (Fear of side
effects, costs to much, preferred method not
available, lack of access/ too far, no method
available…………)
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Contraception Discontinuation Rates by
Reason for Stopping
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Contraceptive Discontinuation Rates by
Method and Reason for Stopping Use
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Family Planning as a Human Right in Egypt
• Free Decision and Access to FP is a
fundamental human right.
• It was proclaimed by the International
Community since the late 1960s.
• That is the right to decide Whether, When
and How many times to have children, as
well as the means to exercise this human
right.
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Informed Decision-making /Voluntarism
• Includes effective access to information to
FP choices, to the counselling services and
supplies needed.
• Freedom of choice to obtain or decline
services.
• No pressures or element of force, fraud,
deceit, or misrepresentation affects the
decision.
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Clients’ Rights
• Information: The right to learn about the
benefits and availability of family planning.
• Access: The right to obtain services regardless
of sex, creed, color, marital status or location.
• Choice: The right to decide freely whether to
practice family planning and which method to
use.
• Safety: The right to be able to practice safe and
effective family planning.
• Privacy: The right to have a private environment
during counseling or services.
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Clients’ Rights
• Confidentiality: The right to be assured that
personal information will remain confidential.
• Dignity: The right to be treated with courtesy,
consideration, and attentiveness.
• Comfort: The right to feel comfortable when
receiving services.
• Continuity: The right to receive contraceptive
services and supplies for as long as needed.
• Opinion: The right to express views on the
services offered.
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Healthy Timing and Spacing of Pregnancies
• Healthy timing and spacing of pregnancies
helps women bear children at healthy times
in their lives.
• Mothers and infants are more likely to
survive and stay healthy when spacing
between pregnancies by 3-5 years.
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Healthy Times for a Pregnancy
• Educate families on FP role in ensuring
pregnancies occur at the healthiest times in
a woman’s life:
– Between ages 20 and 35.
– At least 24 months after a live birth* – this
interval is consistent with the WHO/UNICEF
recommendation of breastfeeding for 2 years.
– At least 6 months after a miscarriage.
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Healthy Timing and Spacing of Pregnancies
Method Mix

• Expand the mix of available contraceptives,
including long-acting, reversible methods, to
help couples effectively delay, time, space,
and limit pregnancies to achieve their fertility
intentions.
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Benefits of Family Planning
• Save the lives of countless women and
children
• Reduces infant and child mortality.
• FP reduces the risk of unintended pregnancy
among women living with HIV with
subsequent reduction in mother to child
transmission few infected babies.
• FP reduces adolescent pregnancy and its
subsequent complications.
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Benefits of Family Planning (cont.)
• Help alleviate poverty
• Reduces stress on the environment and
economy,
• Ensure families are better able to feed, clothes,
and educate their children.
• FP practice decrease maternal mortality (MM)
by 30 %.
• Reduces unsafe abortion and its
consequences.
• Female and male condoms help in preventing
STIs and HIV transmission (dual protection).
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Benefits of Family Planning (cont.)
• Help in treating or reducing the following conditions:
–
–
–
–
–
–
–
–
–
–
–
–
–

Acne
Cyclic breast pain
Dysmenorrhea
Ectopic pregnancy
Functional ovarian cysts
Endometriosis
Hirsutism associated with PCOS
Iron deficiency anemia
Metrorrhagia- Mid-cycle
Ovulatory pain
Ovarian and endometrial cancer
Premenstrual syndrome
Uterine fibroids.
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SESSION 3

Objectives
• By the end of the session the participant will
be able to:
– Describe the anatomy of female and male
reproductive system.
– Explain the physiology of female reproductive
system.
– Demonstrate the steps of client clinical
assessment.

39

External Female Genitals
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External Female Genitals
• Mons pubis: is a pad of fatty tissue over the pubic
bone, which becomes covered with hair during
puberty, protects the internal sexual and reproductive
organs.
• Labia majora: Two spongy folds of skin - one on
either side of the vaginal opening covering and
protecting the genital structures.
• Labia minora: Two erectile folds of skin between the
labia majora that extend from the clitoris on both
sides of the urethral and vaginal openings.
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External Female Genitals (cont.)
• Clitoris: An erectile, hooded organ at the
upper joining of the labia that contains a
high concentration of nerve endings and is
very sensitive to stimulation.
• Clitoris, labia minora, labia majora and mons
pubis along with the opening of the vagina,
are known as the vulva.
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External Female Genitals (cont.)
• Urethra: The external opening of the urinary
tract.
• Vaginal opening: The external opening of the
genital tract.
• Hymen: A thin membrane that surrounds
the opening to a young woman's vagina.
• Perineum: is a network of muscles located
between and surrounding the vagina and the
anus that support the pelvic cavity and help
keep pelvic organs in place.
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Role of External Female Genitals
• Enabling sperms to enter the body.
• Protecting the internal genital organs from
infectious organisms.
• Directs the urine in a stream by the labia
minora preventing splashing and soiling of the
vulva.
• Providing the sexual pleasure (Clitoris and Labia
are very rich in nerve endings that make them
extremely sensitive organs. Touch stimulation of
the nerve endings in the labia and especially
the clitoris produces sensations of sexual
pleasure and orgasm)
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Internal Female Genitals
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Internal Female Genitals
• Vagina: is a muscular, highly expandable, tubular
cavity leading from the vestibule to the uterus.
• Bartholin’s glands: two small, round structures.
These glands secrete a mucus-like fluid during sexual
arousal, providing vaginal lubrication.
• Cervix: the lower part of the uterus that protrudes
into the vaginal canal, it has an orifice that allows
passage for menstrual flow from the uterus and
passage of sperm into the uterus.
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Internal Female Genitals
• Ovaries: are two organs located at the end of
each fallopian tube, that produce ova
(releasing one per month from puberty to
menopause).
• Uterus: is a hollow, thick-walled, pearshaped, muscular organ located between
the bladder and rectum, it is the site of
implantation of the fertilized ovum.
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Internal Female Genitals
• Endometrium: lining of the uterus, which
gradually thickens and then is shed during
monthly bleeding.
• Fallopian tubes: are a pair of tubes that
extend from the upper uterus, extending out
toward the ovaries (but not touching them),
through which ova travel from the ovaries
toward the uterus and in which fertilization
of the ovum takes place.
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Physiology of Female Reproductive System
Endocrine Regulation of Ovarian Functions
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Physiology of Reproduction
• Menstruation is a woman's monthly bleeding.
• The menstrual blood is partly blood and partly
endometrium shedding.
• Most menstrual periods last from three to five
days.
• Menstrual Cycle:
– A cycle starts on the first day of a period (the 1st
bleeding day).
– The average menstrual cycle is 28 days long.
– The parts of the body involved in the menstrual
cycle include the brain, pituitary gland, uterus and
cervix, ovaries, fallopian tubes, and vagina.
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Physiology of Female Reproductive System

51
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Ovulation
• Hormones and releasing factors affecting
ovulation:
– Gonadotropin Releasing Hormone (GnRH).
– Follicle Stimulating Hormone (FSH).
– Luteinizing Hormone (LH).
– Human Chorionic Gonadotropin (HCG).
– Oxytocin.
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Ovulation
• Estrogen: secreted by the ovaries and
responsible for the following:
–
–

Secondary sex characteristics
Uterine lining development

• Progesterone: secreted by the ovaries and
responsible for the following:
• Strongly inhibits GnRH release (stops
production of LH and FSH).
• Uterine lining development (promotes
gestation, hence named ‘progesterone’).
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Fertilization
• Male role in fertilization is the ejaculation of
the semen (containing sufficient number of
motile and normal sperms) out of the male
body into the vagina during sexual
intercourse.
• Conception:
– It occurs if an active sperm fertilizes the ovum.
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Sexual Desire and the Sexual Response Cycle
• Sex starts with desire in response to various
stimuli like vision, sound, smell, memory, etc...
• Desire is a purely mental process that
originates in the brain (not in external genital
organs) and is influenced by personal, cultural,
ethical and social factors.
• Desire may or may not progress to the next
phases of the sexual response cycle i.e.
arousal, plateau, orgasm then resolution
phases which are the physical reactions to
desire.
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Male Genitals
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Male Genitals
• Penis: Cylindrical structure with the capacity to
be flaccid or erect, very sensitive to stimulation,
provides passage for both urine and semen.
• Glans penis: The most highly innervated part of
the penis penetrates the vagina during sex
• Scrotum: A pouch of skin hanging directly under
the penis and contains the testes, protects the
testes and maintains the temperature
necessary for the production of sperms.
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Male Genitals
• Testicles: Paired, oval-shaped organs located
in the scrotum, produce sperms and male
sex hormone (testosterone), highly
innervated and sensitive to touch and
pressure.
• Vas deferens: Paired tubes that carry the
mature sperms from the epididymis to the
urethra.
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Male Genitals
• Seminal vesicles: A pair of glandular sacs
that secrete about 60% of the fluid that
makes up the semen in which sperms are
transported.
• Prostate: Glandular structure that secretes
some of the fluid that makes up the semen,
the alkaline quality of the fluid neutralizes
the acidic environment of the male and
female reproductive tracts.
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Client’s Clinical Assessment
• Before examination :It is so important that
physician explain the steps of the
examination to the woman so she will be
prepared and knows what to expect.
• After Examination: it is so important to
communicate to the woman your findings
and discuss openly her options.
61

Client’s Clinical Assessment (Cont.)
• A general medical examination is
recommended to:
– All new clients and repeated annually.
– When clients complain of having any side effect.

• A pelvic examination is recommended:
– Before inserting IUDs.
– When clients complain from reproductive tract
symptoms.
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General Examination
History Taking

• Identifying Information: Basic information e.g.
Age …. Etc)
• Demographic information: How big Is your
family ?
• History of present illness: complain and
symptoms
• Medical history: what is your current health
status, medications used.
• Family Planning History: what are methods
used before ? For how long? When and why
interrupted ? Children spacing?
63

General Examination
History Taking (Cont.)

• Menstrual history: how consistent is the
menstrual cycle? what is pattern of the
menses?
• Obstetric history: History of operations
including deliveries
• Gynecological History: History of visiting a
gynecologist, past diagnosis
• Reproductive goals: what are your future
goals for your family size and their health
status ?
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General Examination
Physical Examination

• Vital signs (measuring blood pressure is a must for
all new clients and before hormonal methods resupply every 3 months
• Height
• Weight in Kg
• Overall general condition.
• Head and neck.
• Heart.
• Chest and Lungs.
• Abdominal examination.
• Extremities.
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General Examination
Documentation

• All findings, information provided,
procedures done, and steps followed must
be clearly stated in the Personal file within
the family file.
• It has to be done immediately during or after
meeting client’s need.
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Pelvic Examination
• Before starting any examination, ensure the
privacy of the client and have an open
dialogue with the woman about the
procedure and the steps.
• At the end of the examination, the doctor
should discuss with the woman his findings,
consequences, and her future options.
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Pelvic Examination
External Genitalia

• Inspect the following structures:
– Mons pubis, observe pubic hair for lice, or other skin
lesions
– Labia minora and majora for inflammation,
ulcerations, nodules, and female genital
mutilation/cutting.

• Inspect the vulva and perineum.
• Observe for any discharge or prolapse,
inflammation, ulceration, nodules, previous
episiotomy scars, genital warts, or other
presentation.
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Pelvic Examination
Bimanual Examination

• During bimanual examination, physician
must palpate for the following:
– Vagina for cysts or masses.
– Cervix for consistency (soft or firm), mobility
(mobile or immobile), tenderness (tender or nontender).
– Supra pubic for tenderness or masses.
– Uterus : size, shape, position, consistency,
mobility, and tenderness.
– Adnexa: enlargement, masses or tenderness.
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Bimanual Examination
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Pelvic Examination
Speculum Examination

• Inspect the cervix :
– Observe position, prolapse, transformation zone,
ulceration, discharge, polyps, cysts, nodules, color,
plaques, and contact bleeding or bleeding from the
vagina.

• Abnormal findings include:
– Purulent discharge, Pelvic Inflammatory Disease
(PID), Ectropion, Nabothian cyst –Cervicitis, Herpes,
Cervical polyp, Cervical carcinoma, Cervical
prolapse
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Speculum Examination
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SESSION 4

Objectives
• By the end of the session participants will be
able to:
– Explain WHO medical eligibility criteria.
– Discuss Combined oral contraceptive pills
(COCs), mode of action, how to use,
effectiveness, medical eligibility criteria, side
effects, and management of selected problems.
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WHO Medical Eligibility Criteria for
Contraceptive Use
• Known medical conditions that might affect
eligibility for the use of a contraceptive
method are classified into four categories:
Category

With clinical judgement

1

Use the method under any circumstance

2

Generally use the method

3

Use of the method is generally not
recommended other more appropriate
methods are unavailable or unaccepted

4

Method not to be used

With limited clinical
judgement

Yes (use the method)
No (Do not use the
method)
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WHO Medical Eligibility Criteria for
Contraceptive Use
condition for which there is no
CATEGORY A
restriction for the use of the
1
contraceptive method.
A condition where the advantages of
CATEGORY using the method generally outweigh
2
the theoretical or proven risks.
A condition where the theoretical or
CATEGORY proven risks usually outweigh the
3
advantages of using the method.
A condition which represents an
CATEGORY unacceptable health risk if the
4
contraceptive method is used.
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WHO Medical Eligibility Criteria for
Contraceptive Use
A COC

CATEGORY 3: Without other risk factors for VTE
CATEGORY 4: With other risk factors for VTE

F

CATEGORY 2: Without VTE risk factor
CATEGORY 3: With VTE risk factor

COC

D Combined hormonal CATEGORY 3: With severe liver cirrhosis
injectable
O CIC

CATEGORY 2: In case of Gall Bladder Disease
(medically treated, current/past COC related)

L

CIC

CATEGORY 2: In case of anticonvulsant and Rifampicin

I

Initiation

C Continuation
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WHO Medical Eligibility Criteria for
Contraceptive Use
Condition

COC/CIC

POP

DMPA

IMPLANON

CU IUD

Nulliparous
Breastfeeding

<6 weeks post partum
6 weeks to <6 months
>6 months postpartum
Postpartum (non-breastfeeding)

<3 weeks

A

>3 weeks <6 weeks

F

Postpartum (breastfeeding or non-breastfeeding women, including post caesarean section)

<48 hours
48 hours to <4 weeks
>4 weeks
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WHO Medical Eligibility Criteria for
Contraceptive Use
Condition

COC/CIC

POP

DMPA

IMPLANON

CU IUD

Puerperal Sepsis
Post Abortion

First Trimester
Second Trimester
Immediate post septic
Past ectopic pregnancy
Hypertension

Adequately controlled
Consistently elevated blood
pressure level
Systolic >140 to 159 or
Diastolic >90 to 99 mmHg
Systolic >=160 or
Diastolic >= 100 mmHg
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WHO Medical Eligibility Criteria for
Contraceptive Use
Condition

COC/CIC

POP

DMPA

IMPLANON

CU IUD

History of high blood pressure
during pregnancy (current BP is
normal)
Certain anti convulsant

L

Rifampicin or Refabutin

L
Venous Thromboembolism

History of VTE
Current VTE
Current VTE (on
anticonvulsants)
Family history of VTE (first
degree relative)
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WHO Medical Eligibility Criteria for
Contraceptive Use
Condition

COC/CIC

POP

DMPA

IMPLANON

CU IUD

Major Surgery

With prolonged immobilization
Without prolonged
immobilization
Minor surgery without
immobilization

Superficial venous thrombosis
Varicose veins
Superficial thrombophlebitis
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WHO Medical Eligibility Criteria for
Contraceptive Use
Condition

Current and history of ischemic
heart disease or stroke

COC/CIC

POP

I

DMPA

IMPLANON

CU IUD

C

Vulvar and Congenital Heart Disease

Uncomplicated
Complicated
Migraine Headaches*

Without Aura, age <35 years
Without Aura, age >=35 years
With Aura, any age

Iron deficiency
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WHO Medical Eligibility Criteria for
Contraceptive Use
Condition

COC/CIC

POP

DMPA

IMPLANON

CU IUD

Gall Bladder Disease

Treated by cholecystectomy
Medically treated

O

Current

O

Past history of cholestasis –
COC related

O
Vaginal Bleeding Patterns

Irregular pattern without
heaving bleeding
Heavy or prolonged bleeding
(includes regular/irregular
patterns)
Unexplained vaginal bleeding
before ovulation

I

C
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WHO Medical Eligibility Criteria for
Contraceptive Use
Condition

COC/CIC

POP

DMPA

IMPLANON

CU IUD

Endometriosis
Benign ovarian tumors
(including cysts)
Severe dysmenorryhoea
Cervical cancer (awaiting
treatment)

I

C

Breast Disease

Undiagnosed mass
Benign breast mass
Family history of cancer
Current breast cancer
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WHO Medical Eligibility Criteria for
Contraceptive Use
Condition

COC/CIC

POP

DMPA

Endometrial Cancer

IMPLANON

CU IUD

I

C

I

C

Ovarian Cancer
Uterine fibroids

Without distortion of the uterine
cavity
With distortion of the uterine
cavity
Pelvic Inflammatory Disease

Past history
PID-current or within the last 3
months
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WHO Medical Eligibility Criteria for
Contraceptive Use
Condition

COC/CIC

POP

DMPA

IMPLANON

CU IUD

STIs

Purulent cervicitis, chlamydia or
gonorrhea

I

C

I

C

Vaginitis (including trichomonas
vaginalis and bacterial
vaginosis)
Increased risk of STIs
Tuberculosis

Non pelvic
Pelvic

Diabetes
Non vascular disease
Retinopathy - Nephropathy
Diabetes >20 years duration
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WHO Medical Eligibility Criteria for
Contraceptive Use
Condition

COC/CIC

POP

DMPA

IMPLANON

CU IUD

Thyroid Disorders
Hyperthyroid
Hypothyroid

Viral Hepatitis
Acute or flare

I

C

Carrier

Liver Cirrhosis
Mild (compensated)
Severe (decompensated)

D
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Combined Oral Contraceptives (COCs)
• What are combined oral contraceptives? Pills that
contain low doses of 2 hormones –a progestin and
estrogen like the natural hormones progesterone and
estrogen in a woman’s body.
• Brands available in the Market :
– Microcept (0.03 mg ethinylestradiol, 0.15 mg
levonorgestrel )
– Triocept
– Cilest
– Genera
– Marvelon
– Yasmeen
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Combined Oral Contraceptives (cont.)
• Mechanism of action: COCs prevent pregnancy
essentially by
– Preventing ovulation.
– Partially by increasing the viscosity of the cervical
mucus making it difficult to be penetrated by
sperms.

• Effectiveness:
– When no pill- taking mistakes are made (with
regular use), less than 1 pregnancy per 100 women
using COCs over the first year (3 per 1000 women).
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Combined Oral Contraceptives
Advantages

• Safe and highly effective when taken
correctly and consistently.
• Reversible.
• No action needed at time of intercourse.
• Reduces menstrual irregularities, anemia ,
painful menses.
• Reduces risk of ovarian and uterine cancer.
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Combined Oral Contraceptives
Disadvantages

• Requires daily administration.
• Not recommended during breastfeeding
women as it affects the quantity of breast
milk, yet they can be used after 6 months of
child birth.
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Combined Oral Contraceptives
Side Effects

• Some users report the following :
– Changes in bleeding patterns including :
• lighter bleeding and fewer days of bleeding
• Irregular bleeding
• No monthly bleeding

– Headaches, dizziness, nausea, breast
tenderness, weight gain, and mood changes.
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Combined Oral Contraceptives
Who can Use

Nearly all women can use COCs safely and effectively,
including those who:
• Have or have not children.
• Are of any age, including married adolescents and
women over 40 years old.
• Have just had an abortion or miscarriage.
• Smoke cigarettes if under 35 years old.
• Have anemia now or had in the past.
• Have varicose veins.
• Are infected with HIV, whether or not on antiretroviral
therapy, unless that therapy includes Ritonavir.
93

Combined Oral Contraceptives
Who can’t use

• Category 3 - 4 of WHO medical eligibility criteria
• Women breast feeding baby less than 6 months old.
• Women who had a baby in the last 3 weeks and are
not breastfeeding.
• Women with an additional risk that she might
develop a blood clot in a deep vein, then she should
not start COCs at 3 weeks after child birth, but better
start at 6 weeks instead (previous VTE,
thrombophilia, caesarean delivery, blood transfusion
at delivery, postpartum hemorrhage, pre-eclampsia,
obesity> 30kg/m2, smoking, and being bedridden
for a prolonged time).
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Combined Oral Contraceptives
Who can’t Use (cont.)

• Women who smoke cigarettes, If they are 35 years of
age or older.
• Women who have cirrhosis of the liver, or liver
tumors. Those should choose a method without
hormones.
• Have blood pressure 140/90mmHg or higher.
• Have had diabetes for more than 20 years and its
complications, or with diabetes less than 20 years
but with complications.
• Have gallbladder disease now or are taking
medication for gallbladder disease.
• Have had a stroke, blood clot in their leg or lungs,
heart attack, or other serious heart problems.
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Combined Oral Contraceptives
Who can’t Use (cont.)

• Have or have had breast cancer, they choose a
method without hormones.
• Have migraine headaches.
• Are taking medication for seizures, or Rifampicin for
tuberculosis or other illness.
• Are planning major surgery that will keep them from
walking for one week or more.
• Have several conditions that could increase their
chances of heart disease (coronary artery disease) or
stroke such as older age- smoking – diabetes or high
blood pressure ≥ 140/90 mmg.
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Combined Oral Contraceptives
When to start

• A woman can start using COCs any time if it is reasonably
certain she is not pregnant (pregnancy checklist).
• Any time of the month :
– If she is starting within5 days after the start of her monthly
bleeding, no need for a backup method.
– If it is more than 5 days after the start of her monthly
bleeding, she can start COCs any time it is reasonably certain
she is not pregnant, but she will need a backup method for
the first 7 days of taking pills.

• Switching from a hormonal method : immediately if she
has been using the method consistently and correctly.
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Combined Oral Contraceptives
When to Start (cont.)

• Fully or nearly fully breastfeeding:
– More than 6 months after giving birth
– If her monthly bleeding has not returned she can
start using COCs any time if it is reasonably
certain she is not pregnant, but she will need a
backup method for the first 7 days of taking
pills.
– If her monthly bleeding has returned she can
start COCs as advised for women having
menstrual cycles.
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Combined Oral Contraceptives
When to Start (cont.)

• Not breastfeeding :
– She start COCs at any time on days 21-28 after
giving birth.
– More than 4 weeks after giving birth : if her
monthly bleeding has not returned she can start
COCs any time if it is reasonably certain she is
not pregnant, but she will need a backup
method for the first 7 days of taking pills.
– If her monthly bleeding has returned she can
start COCs as advised for women having
menstrual cycles.
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Combined Oral Contraceptives
When to Start (cont.)

• After miscarriage or abortion:
– Immediately if she is starting within 7 days after
first or second trimester miscarriage or abortion
no need for a backup method.
– If it is more than 7 days after first or second
trimester miscarriage or abortion she can start
COCs any time if it is reasonably certain she is
not pregnant, but she will need a backup
method for the 7 days of taking pills.
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Managing Missed Pills
• Key Message:
– Take a missed hormonal pill as soon as possible.
– Keep taking pills as usual, one each day (She may
take 2 pills at the same time or on the same day.)
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Managing Missed Pills
Scenario

Missed 1 or 2 pills/ Started
new pack 1 or 2 days late
Missed pills 3 or more days in
a row in the first or second
week/ Started new pack 3 or
more days late

Action taken

• Take a hormonal pill as soon as possible.
• Little or no risk of pregnancy.
• Take a hormonal pill as soon as possible.
• Use a backup method for the next 7 days.
• Also, if she had sex in the past 5 days, can
consider ECPs (see Emergency Contraceptive
Pills)
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Managing Missed Pills (cont.)
Scenario

Missed 3 or more pills in the
third week

Managing the missed effect of
a pills due to Severe vomiting
or diarrhea

Action Taken

•

Take a hormonal pill as soon as possible.

•
•
•
•

Finish all hormonal pills in the pack.
Start a new pack the next day.
Use a backup method for the next 7 days.
Also, if she had sex in the past 5 days, can
consider ECPs (see Emergency
Contraceptive Pills).

• If she vomits within 2 hours after taking a pill,
she should take another pill from her pack as
soon as possible, then keep taking pills as
usual.
• If she has vomiting or diarrhea for more than
2 days, follow instructions for 3 or more
missed pills, above
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Managing Problems Associated with COCs
Action taken

Problem

Irregular bleeding

•
•
•
•
•
•
•

Reassure client ( becomes less or stop after
the first few cycles ).
Advise taking the pills at the same time
every day.
Exclude vomiting ,diarrhea or taking other
medications.
Teach her how to take missed pills.
Try 800 mg Ibuprofen or other NSAID at 3
times daily for 5 days.
Try other formula of COCs.
If irregular bleeding continues ,consider
other underlying conditions not related to
method use.
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Managing Problems Associated with COCs
(cont.)
Action taken

Problem

No monthly bleeding

Ordinary Headache
Breast tenderness
Nausea or dizziness

•
•
•
•
•
•
•
•
•
•

Reassure client.
Ask if she has been taking a pill every day.
Did she skip the 7 days break.
Advise on how to take missed pills.
Exclude pregnancy.
Suggest Aspirin, NSAIDs or paracetamol.
Evaluate
Wear supportive bra.
Use Analgesics.
Take COCs at bedtime or with food .
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Managing Problems Associated with COCs
(cont.)
Action taken

Problem

Mood changes or
change in sex desire

•

Acne

•
•
•

Unexplained Vaginal
bleeding

•

•
•
•

Check if there are changes in her life
affecting her mood.
Refer for evaluation.
Usually improves with COCs.
Give different formula for at least 3 months
Refer for evaluation by history and pelvic
exam.
Diagnose and treat as appropriate.
Do not stop COCs during evaluation.
Treat PID or STIs if exists without stopping
pills.
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Managing Problems Associated with COCs
(cont.)
Action taken

Problem

Migraine headaches

•
•

Conditions in which
client will be unable to
move for several
weeks ( major surgery
or her leg in a cast)

•
•

Suspected pregnancy

•
•
•
•

Stop COCs.
Help her choose a method that does not
include estrogen.
Tell her doctor that she is using COCs.
Stop COCs during this period and use a
backup method .
Start COCs 2 weeks after she can move
again
Assess for pregnancy .
Stop taking COCs if pregnancy is confirmed.
No known risks to the fetus.
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Managing Problems Associated with COCs
(cont.)
Action taken

Problem

Certain serious health
conditions
( heart and liver
disease, high blood
pressure , DVT, stroke,
breast cancer,
complicated DM, clots
in the lung):

•
•
•

Stop taking COCs.
Use a backup method (e.g. condom,
spermicides).
Refer for diagnosis and care.

Weight gain:

•

Review diet habit and counsel as needed.
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Follow-up
• After the first prescription, the client should
be seen after three months for pill re-supply.
• Annual examination should be encouraged.
• The client should report immediately to the
clinic if she experiences:
– Severe chest pain.
– Severe headache.
– Severe pain in the legs.
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SESSION 5

Objectives
• By the end of the session the participant will be
able to:
– Discuss effectiveness, how to use, side effects and
medical eligibility criteria of progestin only pills and
injectable methods (combined and progestine only)
as well as common problems and its management.
– Identify common rumors about oral contraceptive
pills , injectables and implants and how to respond
to it
– Discuss types and how to use emergency
contraception.
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Progestin–Only Pills (POPs)
• What are progestin only pills? Pills that contain very
low doses of a progestin like the natural hormone
progesterone in a woman’s body.
• Mechanism of action:
– They make the cervical mucus thicker, thus prevent
sperms from ascending to meet the ovum.
– Occasionally they prevent ovulation.

• Brands available in the Market :
–
–
–

Microlut
Exluton
Levonor
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Progestin–Only Pills
Effectiveness

• Breastfeeding women:
– As commonly used, about 1 pregnancy per 100
women using POPs over the first year.
– When pills are taken every day, less than 1
pregnancy per 100 women using POPs over the first
year(3 per 1,000women).

• Non breastfeeding Less effective :
– As commonly used, about 3 to 10 pregnancies per
100 women using POPs over the first year.
– When pills are taken every day at the same time,
less than 1 pregnancy per 100 women using POPs
over the first year (9 per 1,000 women).
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Progestin–Only Pills
Advantages

• Can be used by breastfeeding women , does
not affect quality or quantity of milk.
• Easy to use, one is taken every day
continuously.
• Does not contain estrogen which is
contraindicated for some woman.
• May help prevent uterine and ovarian cancer.
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Progestin–Only Pills
Disadvantages

• Pills must be taken at same time every day.
• Incorrect pill intake and missing a pill
significantly reduces efficacy , particularly
among non- breastfeeding women.
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Progestin–Only Pills
Side Effects

• Some users report the following :
– Changes in bleeding patterns especially among
breast feeding women:
• Delay in return of monthly bleeding after childbirth.
• Frequent or irregular or prolonged bleeding.
• No monthly bleeding.

–
–
–
–
–

Headaches.
Dizziness, nausea, mood changes.
Breast tenderness.
Abdominal pain.
Other possible physical changes among non
breastfeeding women for e.g. enlarged ovarian
follicles.
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Progestin–Only Pills
Who can’t Use

• Category 3 - 4 of WHO of medical eligibility
criteria; women who:
– Have severe liver cirrhosis, liver infection or liver
tumor.
– Have a blood clot in their legs or lungs.
– Are taking medication for seizures, or Rifampicin
or Rifabutin for tuberculosis or other illness.
– Have or have ever had breast cancer.
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Progestin–Only Pills
When to Start

• A woman can start using POPs any time if it
is reasonably certain she is not pregnant
(pregnancy checklist).
– Among menstruating women : if she is starting
within 5 days after the start of her monthly
bleeding, no need for a backup method.
– No monthly bleeding, or more than 5 days after
the start of her monthly bleeding she can start
POPs any time if it is reasonably certain she is
not pregnant, she will need a backup method for
the first 2 days of taking pills.
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Progestin–Only Pills
When to Start (cont.)

• Fully or nearly fully breastfeeding.
– She can start after giving birth.
– If her monthly bleeding has not returned, and
fully lactating she can start POPs with no need
for a backup method.
– If her monthly bleeding has returned she can
start POPs as advised for women having
menstrual cycles.
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Progestin–Only Pills
When to Start (cont.)

• Non breastfeeding women:
– Less than 4 weeks after giving birth: she can
start POPs any time no need for a backup
method.
– More than 4 weeks after giving birth: if her
monthly bleeding has not returned, she can start
POPs any time if it is reasonably certain she is
not pregnant she will need a backup method for
the first 2 days of taking pills.
– If her monthly bleeding has returned she can
start POPs as advised for menstruating women.
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Progestin–Only Pills
When to Start (cont.)

• Switching from a hormonal method :
– She can start immediately if she has been using the
method consistently and correctly.

• After miscarriage or abortion:
– She can start immediately if she is starting within 7
days after first or second trimester miscarriage or
abortion with no need for a backup method.
– if it is more than 7 days after first or second
trimester miscarriage or abortion she can start
POPs any time if it is reasonably certain she is not
pregnant, but she will need a backup method e.g.
condom for 2 days of taking pills.
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Progestin–Only Pills
How to Use

• Take one pill every day at the same time (it is
recommended not to be delayed for more
than 3 hours).
• No break between packs.
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Progestin–Only Pills
Managing Missed

Exclusive
breastfeeding +
No
Breastfeeding
with
monthly bleeding
bleeding
monthly
(LAM)

Take a missed pill as soon as
If yes, she alsopossible
should use a backup
method
the
2 days.
Keep
takingfor
pills
asnext
usual,
one each
Also, if she had sex
in
the
past
5 days,
day.
can consider
(She
may taketaking
2 pillsEmergency
at the same
Contraceptive Pills.
time or on the same day.)

If severe vomiting or
diarrhea

If she vomits within 2 hours after
taking a pill she should take another
pill from her pack as soon as possible
and keep taking pills as usual
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Progestin–Only Pills
Managing Problems
Action taken

Problem

Irregular bleeding :

•
•
•
•
•
•
•

Reassure woman, it is common and may
stop after few months.
Emphasis that pills must be taken at the
same time every day.
Exclude vomiting ,diarrhea ,anticonvulsants
and Rifampicine .
Take missed pills properly including after
vomiting and diarrhea.
Try Ibuprofen 800 mg 3 times for 5 days or
other NSAIDs.
Try other POPs formula for 3 months .
Consider other underlying conditions not
related to method use.
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Progestin–Only Pills
Managing Problems
Action taken

Problem

Heavy or prolonged
bleeding:

•
•
•
•

Head aches, mood
changes and changes
in sex drive

•

No monthly bleeding

•
•

•

Reassure client.
Try NSAIDs.
Provide iron tablets to prevent anemia.
If bleeding continues ,consider other
underlying conditions.
Check if there are changes in her life
affecting her mood or sexual desire.
Refer to evaluation.
Normal during breast feeding .
If not breast feeding , reassure ( common in
many women and it is not harmful ).
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Progestin–Only Pills
Managing Problems
Action taken

Problem

Unexplained vaginal
bleeding:

•

Migraine:

•
•

•
•

•
•

Refer for evaluation by history and pelvic
exam and treat as appropriate.
Do not stop POPs.
Treat PID or STIs if they exist.
She may continue with POPs if no aura.
If she has migraine aura, stop POPs and
give non hormonal method.
If Serious health conditions are suspected
e.g. blood clots in deep veins of legs or lung,
liver disease or breast cancer) .
Stop POPs, give backup method and refer
for diagnosis and care.
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Progestin–Only Pills
Managing Problems
Action taken

Problem

Severe lower
abdominal pain:

•
•
•
•
•

Suspected pregnancy :

•
•
•

May be due to several problems such as
enlarged ovarian follicles or cysts .
Continue POPs during evaluation.
Reassure that cysts will disappear and
evaluate after 6 months.
Exclude ectopic pregnancy although POPs
do not cause ectopic pregnancy.
Refer for immediate diagnosis and care if
you suspect ectopic pregnancy or other
serious conditions.
Assess for pregnancy including ectopic.
Stop POPs.
Assure client that no known risk to fetus .
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Combined (Monthly) Injectables
• What are monthly injectable?
– Monthly injectable contain 2 hormones
(progestin and an estrogen) like the natural
hormones progesterone and estrogen in a
woman’s body.

• Available brands in the market:
– Mesocept ampoule.
– Contain 50 mg Norethisterone enanthate + 5
mg estradiol valerate
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Combined Injectables (cont.)
• Mechanism of action, advantages, disadvantages
and side effects are similar to those of COCs.
• How effective?
– Risk of pregnancy is greatest when a woman is late for
an injection or misses it.
– When women have injection regularly on a monthly
basis, less than 1 pregnancy per 100 women using
injection over the first year (5 per 10.000 women )
– Return of fertility after injections are stopped, it takes an
average of about one month longer than with most other
methods.
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Combined Injectables
When to Start

• A woman can start monthly injectable like
COCs:
– If she is menstruating, she can start within 7
days after the start of her monthly bleeding and
no need for a backup method.
– If it is more than 7 days after the start of her
monthly bleeding she can start any time it is
reasonably certain she is not pregnant but she
will need a backup method for the first 7 days
after the injection.
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Combined Injectables (cont.)
• Planning the next injection:
– Every 4 weeks, she should come on time,
however she may come 7 days early or late and
still get an injection.

• Management of problems:
– Irregular bleeding :
• Reassure her that many women experience irregular
bleeding, it is not harmful and usually becomes less
or stops after the first few months of use.
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Progestin-only Injectables
• What are progestin only (3-month ) injectables ?
– The injectable contraceptive Depot
medroxyprogesterone acetate 150 mg (DMPA)
contains a progestin like the natural hormone
progesterone in a woman’s body, it is known as
Depo-provera.
– It is taken every 3 months.

• Mechanism of action:
– The cervical mucus become thick and prevents
sperm ascending to meet the ovum.
– Occasionally it prevents ovulation.
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Progestin-only Injectables
Effectiveness

• Taking injections regularly every 3 months is
important to achieve the greatest effectiveness.
• User should be instructed to come every 3 months
for subsequent injections, however she may come 2
weeks early or 4 weeks late and still get an injection.
• When women have injections regularly every 3
months, less than 1 pregnancy per 100 women using
progestin only injectables over the first year (3per
1000 women ).
• Return of fertility after injections are stopped: an
average about 4-9 months longer for DMPA than with
most other methods.
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Progestin-only Injectables
Side Effects

• Some users report the following:
– Changes in bleeding patterns:
• First 3 months: irregular bleeding or prolonged
bleeding.
• At one year: no monthly bleeding or irregular
bleeding.

– Weight gain, headaches, dizziness, abdominal
bloating and discomfort, mood changes and
reduced sex drive.
– Other possible physical changes: loss of bone
density.
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Progestin-only Injectables
Benefits

• Helps protect against: risks of pregnancy,
uterine fibroids, endometrium and ovarian
cancer.
• May help protect against: symptomatic pelvic
inflammatory disease and iron deficiency
anemia.
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Progestin-only Injectables
Who can’t Use

Category3-4 of WHO medical eligibility criteria;
women who :
• Are breast feeding a baby less than 6 weeks
old.
– Have severe cirrhosis of the liver or liver tumor.
– Have high blood pressure, 160/100 mmHg or
higher.
– Have had diabetes for more than 20 years, with
complications.
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Progestin-only Injectables
Who can’t Use (cont.)

• Have had a stroke, blood clot in their legs or
lungs, heart attack, or other serious heart
problems.
• Have vaginal bleeding that is unusual for
them.
• Have or have had breast cancer.
• Have several conditions that could increase
their chances of heart disease (coronary
artery disease) or stroke such as diabetes or
high blood pressure.
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Progestin-only Injectables
When to Start

• Having menstrual cycles:
– If she is starting within 7 days after the start of
her monthly bleeding, no need for a backup
method.
– If it is more than 7 days after the start of her
monthly bleeding, she can start injectable any
time it is reasonably certain she is not pregnant
but she will need a backup method for the first
7 days after the injection.
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Progestin-only Injectables
When to Start (cont.)

• Fully or nearly fully breastfeeding (6 weeks –
6 months after giving birth):
– If her monthly bleeding has not returned, and
she is fully lactating she can start injectable any
time between 6 weeks and 6 months with no
need for a backup method.
– If her monthly bleeding has returned she can
start injectable as advised for women having
menstrual cycles.
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Progestin-only Injectables
When to Start (cont.)

• Fully or nearly fully breastfeeding (More than
6 months after giving birth):
– If her monthly bleeding has not returned, and
fully lactating she can start injectable any time
if it is reasonably certain she is not pregnant
but she will need a backup method for the first
7days after the injection.
– If her monthly bleeding has returned she can
start injectable as advised for women having
menstrual cycles.
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Progestin-only Injectables
When to Start (cont.)

• Non breastfeeding women:
– Less than 4 weeks after giving birth: she start
injectable any time no need for a backup method.
– More than 4 weeks after giving birth: if her monthly
bleeding has not returned, she can start injectable
any time if it is reasonably certain she is not
pregnant but she will need a backup method for the
first 7 days after taking the injection.
– if her monthly bleeding has returned she can start
injectable as advised for women menstruating.
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Progestin-only Injectables
When to Start (cont.)

• After miscarriage or abortion:
– She can start within 7 days after first or second
trimester miscarriage or abortion with no need for a
backup method.
– If it is more than 7 days after first or second
trimester miscarriage or abortion she can start
injectable if it is reasonably certain she is not
pregnant, but she will need a backup method for the
first 7 days after taking the injection.

• Switching from a hormonal method :
– She may start immediately if she has been using the
method consistently and correctly.
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Progestin-only Injectables
Managing Problems
Action taken

Problem

No monthly bleeding :

Irregular bleeding:

•
•

Reassure client.
Consider switching to monthly injectable.

•
•

Reassure client.
500 mg Mefenamic acid twice after meals
for 5 days or 40 mg Valedecoxib daily for 5
days.
If bleeding continues consider other
underlying conditions not related to method
use.

•
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Progestin-only Injectables
Managing Problems (cont.)
Action taken

Problem

Heavy or
prolonged
bleeding:

•

•
•
•

She can try (one at a time) beginning when heavy
bleeding starts:
• 500 mg of Mefenamic acid twice daily for 5 days.
• 40 mg of Valdecoxib daily for 5 days.
• 50 ug Ethinyl estradiol daily for 21 days.
Help woman to choose another method.
Iron tablets.
Consider underlying conditions unrelated to method
use
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Managing Late Injections
• If the client is less than 4 weeks late for a
repeat injection of DMPA, she can receive
her next injection. No need for tests,
evaluation, or a backup method.
• A client who is more than 4 weeks late for
DMPA, can receive her next injection if it is
reasonably certain she is not pregnant. She
will need a backup method for the first 7
days.
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Emergency Contraceptive Pills (ECPs)
• What are emergency contraceptive pills?
– A method to prevent unwanted pregnancy
anytime up to 5 days after unprotected
intercourse.
– It does not protect against sexually transmitted
infections.
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Emergency Contraceptive Pills (cont.)
Emergency contraception can be provided
using one of two methods:
• Emergency contraceptive pills (ECPs)
– Use within 5 days.
– Pills contain a progestin only, or a progestin and
an estrogen , previously called “ morning after”
pills or postcoital contraceptives.

• Intra-uterine devices (IUDs)
– Insert within 5 days and continue use as long
term method.
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Emergency Contraceptive Pills (cont.)
• Mechanism of action:
– Work by preventing or delaying ovulation.

• Pills that can be used as emergency
contraceptive pills:
– A special ECP product with levonorgestrel only,
or estrogen and levonorgestrel combined.

• Brands available in the Market:
– Contraplan
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Emergency Contraceptive Pills
Situations to Use

• Voluntary sexual intercourse without contraceptives.
• Sex was forced (rape) or coerced.
• Contraceptive mistakes, such as:
Condom was used incorrectly, slipped, or broken.
Couple incorrectly used a fertility awareness method.
Man failed to withdraw , before ejaculation.
Failure to take COCs for 3 consecutive days or POPs
more than 3hours especially if not lactating
– IUD has come out of place.
– Woman is more than 4 weeks late for her repeat
injection of DMPA or more than 7 days late for her
repeat monthly injection.
–
–
–
–

149

Emergency Contraceptive Pills
When to Take

• The sooner ECPs are taken the better they
act to prevent pregnancy.
• Can prevent pregnancy when taken any time
up to 5 days after unprotected sex.
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Emergency Contraceptive Pills
Effectiveness

• If 100 women each had unprotected sex once during
the second or third weeks of menstrual cycle
(ovulation period) without using contraception 8 can
become pregnant.
• If 100 women used progestin only ECPs, 1 from 8
will become pregnant which means that 7 will be
protected.
• If 100 women used estrogen and progestin
(combined) ECPs, 2 from 8 will become pregnant
which means that 6 will be protected.
• Progestin only ECPs are more effective than
combined pills as ECPs.
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Emergency Contraceptive Pills
Side Effects

• Changes in bleeding patterns:
– Slight irregular bleeding for 1-2 days after taking
ECPs, or
– monthly bleeding that starts earlier or later than
– expected in the week after taking ECPs.

• Headaches, dizziness, abdominal pain,
fatigue, vomiting, breast tenderness and
nausea.
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Emergency Contraceptive Pills
Dosage

• Levonorgestrel only: 1.5 mg in a single dose.
• If she is using a 2-dose regimen, tell her to
take the next dose within 12 hours each
contain 0.75 mg levonorgestrel
• Combined ( Ethinyl estradiol and
Levonorgestrel, low dose or standard dose
COC: two doses each dose should contain at
least :
– 100 microgram (0.1 mg) Ethinyl estradiol.
– 500 microgram (0.5 mg) Levonorgestrel.
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أهﻢ اﻟﺸﺎئﻌﺎت اﳌﺘﻌﻠﻘﺔ ﺑﺤﺒﻮب ﺗﻨﻈﻴﻢ اﻷﺳﺮة
• ﺣﺒﻮب ﺗﻨﻈﻴﻢ اﻷﺳﺮة تﺴبﺐ اﻟﻌﻘﻢ

– ﺧﻄﺄ ﺑﺪﻟﻴﻞ أن ﻣﻘﺪﻣﻲ الخﺪﻣﺔ ﻳﺮﻛﺰون ﻋIى أهﻤﻴﺔ أن ﺗﺄﺧﺬ اﻟﺴﻴﺪات اﻷﻗﺮاص
Qي ﻣﻮﻋﺪهﺎ ﺧﺸﻴﺔ أن ﻳﺤﺪث ﺣﻤﻞ وﻗﺪ ﻳلجﺄ ﻣﻘﺪﻣﻮ الخﺪﻣﺔ ﻟﺘﻐﻴ[\ اﻟﻮﺳﻴﻠﺔ
ﻟﻠﺴﻴﺪات اﻟﻼتﻲ ﻻ ﻳﺘﺬﻛﺮن أﺧﺬ اﻷﻗﺮاص Qي ﻣﻮﻋﺪهﺎ.

• ﺣﺒﻮب ﺗﻨﻈﻴﻢ اﻷﺳﺮة تﺴبﺐ اﻷورام

– ﺧﻄﺄ ﺑﻞ اﻟﻌﻜﺲ هﻮ اﻟصحﻴﺢ ﺣﻴﺚ أﺛﺒتﺖ اﻷﺑﺤﺎث اﻟﻌﻠﻤﻴﺔ أن أﻗﺮاص ﺗﻨﻈﻴﻢ
اﻷﺳﺮة ﺗﻘﻲ اﻟﺴﻴﺪات ﻣﻦ بﻌﺾ اﻷورام ﻣﺜﻞ :اﻷورام الخﺒيﺜﺔ ﻟﻠﺮﺣﻢ واﳌﺒﻴﻀ[ن.

• ﺣﺒﻮب ﺗﻨﻈﻴﻢ اﻷﺳﺮة ﺗتﺴبﺐ Qي وﻻدة أﻃﻔﺎل ﻣﺸﻮه[ن

– ﻟﻢ تسجﻞ أي ﺣﺎﻟﺔ وﻻدة ﻃﻔﻞ ﺑﮫ ﻋﻴﻮب أو تﺸﻮهﺎت ﻧﺎﺗﺠﺔ ﻣﻦ أﺳﺘﻌﻤﺎل اﻷم
ﻷﻗﺮاص ﺗﻨﻈﻴﻢ اﻷﺳﺮة ﺑﺎلخﻄﺄ ﺑيﻨﻤﺎ {ي ﺣﺎﻣﻞ.
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أهﻢ اﻟﺸﺎئﻌﺎت اﳌﺘﻌﻠﻘﺔ ﺑﺤﻘﻦ ﺗﻨﻈﻴﻢ اﻷﺳﺮة
• ﺣﻘﻦ ﺗﻨﻈﻴﻢ اﻷﺳﺮة تﺴبﺐ اﻟﻌﻘﻢ

– ﺧﻄﺄ وﻟﻜ;:ﺎ ﺗتﺴبﺐ >ي أﻧﻘﻄﺎع اﻟﺪورة اﻟﺸهﺮيﺔ أﺛﻨﺎء اﻷﺳﺘﺨﺪام ﻟﺪى بﻌﺾ
اﻟﺴﻴﺪات وﻋﻨﺪ اﻟﺘﻮﻗﻒ ﻋﻦ اﻷﺳﺘﺨﺪام تﻌﻮد اﻟﺪورة اﻟﺸهﺮيﺔ ﻣﻨﺘﻈﻤﺔ ﻛﻤﺎ
الحﺎل ﻗﺒﻞ أﺳﺘﻌﻤﺎل الحﻘﻦ وﻟﻜﻦ ﻗﺪ ﺗﺤﺘﺎج اﳌﺮأة ﻟﺒﻌﺾ اﻟﻮﻗﺖ ﺣdc
تﻌﻮد دور;eﺎ اﻟﺸهﺮيﺔ ﻟﻸﻧﺘﻈﺎم )أﻗﻞ ﻣﻦ  9ﺷهﻮر(.

• ﺣﻘﻦ ﺗﻨﻈﻴﻢ اﻷﺳﺮة تﺴبﺐ اﻷورام

– أول أﻛتﺸﺎف ﻟﻘﺪرة ﺣﻘﻦ اﻟﺪﻳﺒﻮبﺮوﻓmlا ﻋnى ﺗﻨﻈﻴﻢ اﻷﺳﺮة ﺣﺪث ﺑlن
اﻟﺴﻴﺪات اﻟﻼتﻲ يﻌﺎلجﻦ ﻣﻦ أورام اﻟﺮﺣﻢ الخﺒيﺜﺔ ﺑﻨﻮع ﻣﻦ الحﻘﻦ ﻳﺤﺘﻮي
ﻋnى ﻧﻔﺲ اﻟهﺮﻣﻮن اﳌﻮﺟﻮد >ي ﺣﻘﻦ اﻟﺪﻳﺒﻮبﺮوﻓmlا وﻟﺬﻟﻚ ﻓﺈن ﺣﻘﻦ
اﻟﺪﻳﺒﻮبﺮوﻓmlا ﺗﻘﻲ اﻟﺴﻴﺪات ﻣﻦ أورام اﻟﺮﺣﻢ الخﺒيﺜﺔ.
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أهﻢ اﻟﺸﺎئﻌﺎت اﳌﺘﻌﻠﻘﺔ ﺑﻜبﺴﻮﻻت ﺗﻨﻈﻴﻢ اﻷﺳﺮة واﻟﻮﺳﺎﺋﻞ اﻟهﺮﻣﻮﻧﻴﺔ
• تﺴبﺐ اﻟﻮﺳﺎﺋﻞ اﻟهﺮﻣﻮﻧﻴﺔ زيﺎدة 7ى اﻟﻮزن

– ﻗﺪ تﺴبﺐ اﻟﻮﺳﺎﺋﻞ اﻟهﺮﻣﻮﻧﻴﺔ بﻌﺾ اﻟﺘﻐBAات اﻟﻄﻔﻴﻔﺔ 7ى اﻟﻮزن ﺳﻮاء
ﺑﺎﻟﺰيﺎدة أو اﻟﻨﻘﺼﺎن و ﻗﺪ ﻳكﻮن ﻣﻘﺪار اﻟﺰيﺎدة ﻣﻦ  1إSى  2ﻛﻴﻠﻮ كﻞ ﺳﻨﺔ و
ﻳﺠﺐ ﻋYى اﻟﺴﻴﺪة ﻣﺮاﺟﻌﺔ ﻋﺎدا[\ﺎ اﻟﻐﺬاﺋﻴﺔ أﺛﻨﺎء اﺳﺘﺨﺪام الحﻘﻦ.

• اﻟﻜبﺴﻮﻟﺔ تﺴﻴﺢ ﻋﻨﺪ تﻌﺮض اﻟﺴﻴﺪة لحﺮارة اﻟﻔﺮن

– تﻐﺮس اﻟﻜبﺴﻮﻟﺔ ﺗﺤﺖ الجﻠﺪ و ﻟﺬا ﻓﺈﻧﮫ ﻣﻦ ﻏ BAاﳌﻤﻜﻦ وﺻﻮل ﺣﺮارة
اﻟﻔﺮن إﻟ\tﺎ.
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DAY TWO

SESSION 1

Objectives
• By the end of the session the participant will
be able to:
– Discuss CuT 380A and Mirena with respect to
effectiveness, indications, WHO eligibility
criteria, side effects and management of
selected problems.
– Discuss common rumors about IUDs and how to
respond to them.
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CuT – 380 A Intrauterine Device (IUD)
• What is an IUD ? A small, flexible plastic
frame with copper sleeves or wire around it
• Works primarily by causing chemical
changes that affect sperm and ovum before
they meet (interferes with fertilization).
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IUD
Effectiveness

• It is one of the most effective long acting
reversible methods ( LARCs).
• Effective for 12 years and immediately
reversible.
• Less than 1 pregnancy occurs per 100
women using IUD in the first year.
• Over 10 years of use : about 2 pregnancies
occur per 100 women.
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IUD
Myths

• It is important for the provider to correct the
following myths about IUD :
– Does not move to other parts in the body (heart ,
brain….).
– Does not cause discomfort during sex.
– Substantially reduces the risk of an ectopic
pregnancy.
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IUD
Advantages

• Very effective, Long acting.
• Has no future costs after insertion
(inexpensive).
• Does not require women to do much follow
up after insertion.
• Preferred by many women.
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IUD
Who can Use

• Women who have or have no children.
• Women of any age.
• Women who are breastfeeding.
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IUD
Side Effects

• Changes in bleeding pattern ,especially in the first 36 months:
– Prolonged or heavy periods.
– Irregular bleeding.
– Cramps/pain during periods.

• May contribute to anemia (uncommon).
• PID may rarely occur if the woman has STIs
(Chlamydia or Gonorrhea) at the time of insertion.
• Miscarriage, preterm birth or infection in rare cases
of pregnancy with IUD in place.
• Perforation is a very rare complication and usually
heals without treatment.
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IUD
When to Start

• A woman can start the IUD at any time if it is
reasonably certain she is not pregnant
(pregnancy checklist).
• Switching from another method: immediately
if she has been using the method
consistently and correctly.
• Shortly after childbirth: within 48, If it is
more than 48 hours after giving birth, delay
until 4 weeks or more.
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IUD
When to Use (cont.)

• After miscarriage or abortion:
– Immediately if within 12 days in case of 1st or 2nd
trimester abortion with no signs of infection.

• After 12 days , can be inserted at any time as
long as it is reasonably certain she is not
pregnant.
• IUD insertion after 2nd trimester miscarriage or
abortion requires specific training. If not
specifically trained, it should be delayed to 4
weeks or more.
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IUD
When Not to Use

• Between 48 hours and 4 weeks after childbirth.
• Unusual (undiagnosed) vaginal bleeding.
• Certain gynecological problems such as genital
cancer or TB.
• Noncancerous (benign) gestational trophoblast
disease.
• AIDS unless she is clinically well and on ARV
therapy.
• High risk for Chlamydia or gonorrhea.
• Pregnancy.
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Screening Questions for Pelvic Examination
Before IUD Insertion
• Ask the following 7 questions, if the answer
is yes to any of them, do not insert an IUD :
– Is there any type of ulcer on the vulva , vagina or
cervix?
– Does the client feel pain in the lower abdomen
when you move the uterus?
– Is there adnexal tenderness ?
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Screening Questions for Pelvic Examination
Before IUD Insertion (cont.)
– Is there purulent cervical discharge ?
– Does the cervix bleed easily on touch ?
– Is there anatomical abnormality of the uterine
cavity that will prevent correct IUD insertion?
– Were you unable to determine the size and or
position of the uterus ?
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IUD
Managing Some Problems

• Husband can feel strings: explain that this happens
sometimes if threads are cut too short.
• Suspected uterine perforation:
– If suspected during insertion or sounding stop procedure
and remove IUD ( if inserted), observe in the clinic for
few hours if stable , no signs of hemorrhage , send
client home, ask her to avoid sex for 2 weeks.
– If there are signs of Hemorrhage, refer to a higher level.
– If perforation is suspected 6 weeks after insertion or
later and causing symptoms refer client for evaluation.
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IUD
Managing Some Problems (cont.)

• Partial expulsion: remove.
• Missing strings: (possibilities are pregnancy,
perforation, or expulsion)
• Ask client about last time she felt threads.
• If IUD came out, when was her last period,
then check for symptoms of pregnancy,
search for strings in the CX with forceps and
exclude pregnancy.
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IUD
Managing Some Problems (cont.)

• Spotting:
– Happens for a few days before onset of
menstruation:
– Reassure the client that spotting is common.

• If intermenstrual: remind the client of the AlAzhar fatwa that this is “Istehada” and
should not prevent her from performing
religious duties e.g., praying and fasting.
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IUD
Managing Some Problems (cont.)

• Heavy or prolonged bleeding (twice as much as
usual or longer than 8 days)
– Reassure her that many women using IUDs
experience heavy or prolonged bleeding. It is
generally not harmful and usually becomes less or
stops after the first several months of use, advise
her to eat foods containing iron.
– She can try Tranexamic acid (1500 mg ) 3 times
daily for 3 days then(1000 mg ) once daily for 2
days.
– NSAIDs such as Ibuprofen (400 mg) 2 times daily
after meals for 5 days.
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IUD
Managing Some Problems (cont.)

• If heavy or prolonged bleeding continues or
starts after several months of normal
bleeding, or you suspect that something may
be wrong for other reasons, consider
underlying conditions unrelated to method
use.
– If severe and persists, remove the IUD.
– If persists after removal of IUD, refer to hospital
for evaluation.
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Suspected Pregnancy with IUD
• Exclude ectopic pregnancy, explain the risk of preterm
delivery or miscarriage including septic miscarriage
during 1st or 2nd trimester (life threatening).
• If the client wants to keep pregnancy, advise her it is best
to remove IUD. Gently remove IUD or refer client for
removal:
– If strings seen pull out.
– If strings not seen do ultrasound.
– If client chooses to keep IUD ,her pregnancy must be followed
closely, advise her to come immediately if she develops signs
of miscarriage or septic miscarriage.
– Ultrasound examination is recommended when strings are
not seen and IUD cannot be safely retrieved .
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Mirena
• What is Mirena?
– Levonorgestrel –releasing Intra Uterine System.
– Mirena contains 52 mg of Levonorgestrel (LNG).
Initially, LNG is released at a rate of 20 mcg/day.
This rate decreases progressively to half value
after 5 years.

177

Mirena
• Mechanism of action: Mirena IUD releases
progesterone that thickens the cervical
mucus, thins the lining of the endometrium
and partially prevents ovulation.
• Effectiveness:
– It is over 99% effective .
– Mirena is effective for up to 5 years.
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Mirena
• Treats heavy periods.
• Bleeding and spotting may increase in the
first 3-6 months and remain irregular.
• Periods overtime usually become shorter,
irregular or may stop.
• Mirena does not protect against STIs or HIV.
• May be expensive.
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Mirena
• Mirena must be removed by the end of the
fifth year and can be replaced at the time of
removal with a new Mirena if continued
contraception is required.
• Ectopic pregnancy : evaluate women for
ectopic pregnancy if they become pregnant
with Mirena because the likelihood of
pregnancy being ectopic is increased up to
half of pregnancies.
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أهﻢ اﻟﺸﺎئﻌﺎت اﳌﺘﻌﻠﻘﺔ ﺑﺎﻟﻠﻮﻟﺐ
• اﻟﻠﻮﻟﺐ ﺑيﺴﺮح داﺧﻞ اﻟﺒﻄﻦ ويﺼﻞ ﻟﻠﻘﻠﺐ:

– ﻳﺮﻛﺐ اﻟﻠﻮﻟﺐ داﺧﻞ اﻟﺮﺣﻢ )ﻣﻦ ﺧﻼل ﻗﻨﺎة ﻋﻨﻖ اﻟﺮﺣﻢ( وﻧﺤﻦ نﻌﺮف أن اﻟﺮﺣﻢ
ﻋﺒﺎرة ﻋﻦ ﺗﺠﻮيﻒ ﻣﻐﻠﻖ ﻣﻦ ﺟﻤﻴﻊ الجهﺎت وﻟيﺲ ﻟﮫ أي اﺗﺼﺎل ﺑﺘﺠﻮيﻒ اﻟﺒﻄﻦ
إﻻ ﻣﻦ ﺧﻼل اﻟﻔﺘﺤﺔ اﻟﻄﺮﻓﻴﺔ ﻟﻘﻨﺎة ﻓﺎﻟﻮب واﻟ baﻳﻘﺪر ﻗﻄﺮهﺎ ﺑﺄﻗﻞ ﻣﻦ  1ﻣﻠﻠﻴﻤgf
وﻻ يﺴﻤﺢ ﺑﻤﺮور أي bkjء أﻛ gmﻣﻦ اﻟﺒﻮيﻀﺔ )اﻟ baﻻ ﺗﺮى إﻻ ﺑﺎﳌﻴﻜﺮوﺳكﻮب(.

• اﻟﻠﻮﻟﺐ ﺑﻴﺪﺧﻞ دﻣﺎغ الجﻨuن ﻟﻮ ﺣﺼﻞ ﺣﻤﻞ:

– إذا ﺣﺪث ﺣﻤﻞ ﻓﺈن الجﻨuن ﻳكﻮن داﺧﻞ ﻛيﺲ )اﻟgmنﺲ( يﻌﺰﻟﮫ ﺗﻤﺎًﻣﺎ ﻋﻦ كﻞ ﻣﺎ
ﺑﺪاﺧﻞ اﻟﺮﺣﻢ ﺑﻤﺎ |ي ذﻟﻚ اﻟﻠﻮﻟﺐ وﻻ ﻳﻤﻜﻦ ﺑﺄي ﺣﺎل ﻣﻦ اﻷﺣﻮال أن ﻳﻼﻣﺲ
اﻟﻠﻮﻟﺐ أي ﺟﺰء ﻣﻦ الجﻨuن.
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أهﻢ اﻟﺸﺎئﻌﺎت اﳌﺘﻌﻠﻘﺔ ﺑﺎﻟﻠﻮﻟﺐ )ﺗﺎبﻊ(
• ﺗﺤﺘﺎج اﻟﺴﻴﺪات ﻟﻔ/.ة راﺣﺔ بﻌﺪ إزاﻟﺔ اﻟﻠﻮاﻟﺐ:

– هﺬا اﻟﻔﺮض ﻏ@ /صحﻴﺢ ﻋEى اﻹﻃﻼق ويﻤﻜﻦ ﻟﻠﺴﻴﺪات اﻟﻼتﻲ ﻳﻘﻤﻦ ﺑﺈزاﻟﺔ
اﻟﻠﻮﻟﺐ بﻌﺪ WVﺎﻳﺔ ﻓ/.ة اﻟﺴﻨﻮات اﻷﺛﻨﺎ ﻋﺸﺮ أو ^ي أي وﻗﺖ أن ﻳﺮﻛﺐ ﻟهﻦ
ﻟﻮﻟﺐ ﺟﺪﻳﺪ ^ي ﻧﻔﺲ اﻟﻮﻗﺖ أو أن يﺴﺘﻌﻤﻠﻦ أي وﺳﻴﻠﺔ ﻣﻦ وﺳﺎﺋﻞ ﺗﻨﻈﻴﻢ
اﻷﺳﺮة إذا رﻏqن ^ي تﻐﻴ@ /اﻟﻮﺳﻴﻠﺔ.

• اﻟﻠﻮﻟﺐ ﻣﻤﻜﻦ يﺴبﺐ ﺛﻘﺐ ^ى اﻟﺮﺣﻢ ﻋﻨﺪ ﺗﺮﻛﻴﺒﮫ:

– هﺬا ﻳﺤﺪث ﻧﺎدرا ﻷن اﻟﻄﺒيﺐ اﻟﺬي ﻳﻘﻮم ﺑ/.ﻛﻴﺐ اﻟﻠﻮﻟﺐ ﻗﺪ ﺣﺼﻞ ﻋEى
اﻟﺘﺪريﺐ اﻟﺬى ﻳﺠﻌﻠﮫ ذو ﻛﻔﺎءة ﻋﺎﻟﻴﺔ ^ى أﺗﺒﺎع الخﻄﻮات اﻷﺳﺎﺳﻴﺔ و
اﻟصحﻴﺤﺔ ^ى ﺗﺮﻛﻴﺐ اﻟﻠﻮﻟﺐ.
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SESSION 2

Objectives
• By the end of the session the participant will
be able to:
– Explain steps of IUD insertion and removal.
– Demonstrate competence in IUD insertion and
removal on pelvic models using the clinical skills
checklist.
– Explain follow-up care of IUD.
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Basic Principles for IUD Insertion
• Before any steps alert the lady that the
process might cause pain.
• Gentle techniques minimize discomfort.
• Use No-touch technique.
• The cervix and vagina should be thoroughly
painted with antiseptic such as Iodophor
(Betadine®)
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Basic Principles for IUD Insertion (cont.)
• The uterine cavity should always be sounded
to confirm the position of the uterus and the
depth of the cavity.
• Set the depth gauge on the IUD to the level
on the uterine sound.
• Insert the IUD high in the fundus of the
uterus by withdrawal technique, as there is
less risk of expulsion.
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Procedure for Inserting IUD
• Wash hands and put on
sterile or high level
disinfected gloves
• Insert the speculum.
Thoroughly clean the
cervix with an antiseptic
solution
• Apply sterile Tenaculum
at the 10 o’clock and 2
o’clock positions on the
cervix.

Needed Instruments
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Procedure for Inserting IUD (cont.)
• Uterine Sounding:
– Pick up the handle of the sound, do not touch
the tip.
– Turn the sound so that it is in the same direction
as the uterus.
– Gently pass the sterile tip of the uterine sound
into the cervical canal.
– Keep a firm grip with the Tenaculum.
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Procedure for Inserting IUD (cont.)
• Carefully and gently, insert the uterine sound
in the direction of the uterus while gently
pulling steadily downwards and outward on
the Tenaculum
• Do not attempt to dilate the cervix
• If client begins to show symptoms of fainting
or pallor with slow heart rate STOP
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Procedure for Inserting IUD (cont.)
• Slowly withdraw the sound, it will be wet and
darker where it was in the uterus.
• Place the sound next to the IUD and set the
blue depth gauge at the depth of the uterus.
• Determine the length of the uterus by noting
the mucus and or blood on the sound.
• The average uterus will sound to a depth of
6 to 8 centimeters.
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Instructions for Loading the CUT 380A in the
Sterile Package
• Non-touch Loading of the CuT 380A
– Make sure that the vertical stem of the T is fully
inside the inserter tube
– Place the package on a clean, hard, flat surface
with the clear plastic side up.
– Partially open the end of the package farthest
from the IUD.
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Instructions for Loading the CUT 380A in the
Sterile Package
•

Pick up the package, holding the
open end up towards the ceiling
so that the contents do not fall
out.

•

Release the white backing flap
so that it is flat, and place the
package on a flat surface with
the clear plastic side up.

•

Through the clear plastic cover,
place your thumb and index
finger over the ends of the
horizontal arms of the T and
hold the T in place.
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Instructions for Loading the CUT 380A in the
Sterile Package
• Continue bending the arms of the T by
bringing the thumb and index finger
together.
• When the arms have folded enough to touch
the sides of the inserter tube, pull the
inserter tube out from under the tips of the
arms.
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Instructions for Loading the CUT 380A in the
Sterile Package (cont.)
• Push and rotate the inserter tube onto the
tips of the arms so that the arms become
trapped inside the inserter tube
• Insert the folded arms into the tube only as
far as necessary to ensure retention of the
arms.
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Instructions for Loading the CUT 380A in the
Sterile Package (cont.)
• The blue depth gauge on the inserter tube is
used to mark the depth of the uterus
• Holding the blue depth gauge in place
through the clear plastic wrapper, grasp the
inserter tube at the open end of the package
with your free hand.
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Instructions for Loading the CUT 380A in the
Sterile Package (cont.)
• Pull the inserter tube gently until the
distance between the top of the folded T and
the edge of the blue depth gauge closest to
the T is equal to the depth of the uterus as
measured on the uterine sound.
• Rotate the inserter tube so that the long axis
of the blue depth gauge is on the same
horizontal plane as the arms of the T.
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Instructions for Loading the CUT 380A in the
Sterile Package (cont.)
• The IUD is now ready to be
placed in the woman’s
uterus. Carefully peel the
clear plastic cover of the
package away from the white
packing.
• Lift the loaded inserter,
keeping it horizontal, so that
the (T) doesn’t fall out.
• Be careful not to push the
white rod towards the T until
you are ready to release the T
in the fundus.
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Inserting the Loaded CUT 380A IUD
• Grasp the Tenaculum and
pull firmly to pull the uterine
cavity and cervical canal in
line with the vaginal canal.
• Gently place the loaded
inserter tube through the
cervical canal.
• Keep the blue depth gauge in
a horizontal position.
• Advance the loaded IUD until
the blue depth gauge touches
the cervix or resistance of the
uterine fundus is felt.
• Keep the blue depth gauge in
a horizontal position.
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Inserting the Loaded CUT 380A IUD (cont.)
• Hold the Tenaculum and
the white rod in place in
one hand.
• With your other hand,
withdraw (pull toward you)
the inserter tube until it
touches the thumb grip of
the white rod.
• This will release the arms
of the TCu 380A high in
the uterine fundus.
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Inserting the Loaded CUT 380A IUD
• Once the arms have been
released, again very
gently and carefully, push
the inserter tube upward,
toward the top of the
uterus, until you feel a
slight resistance.
• This step ensures that the
arms of the T are as high
as possible in the uterus.
• Hold the inserter tube still
while removing the white
rod.
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Inserting the Loaded CUT 380A IUD
• Gently and slowly withdraw the inserter tube from the
cervical canal.
• The strings should be visible protruding from the
uterus.
• Cut the strings so that they protrude only three to
four centimeters into the vagina.
• Remove the tenaculum.
• If the cervix is bleeding from the tenaculum site,
press a swab to the site, using clean forceps, until
the bleeding stops.
• Gently remove the speculum and put all of the
instruments used in liquid soap and water
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IUD Follow-Up Care
• Routine follow-up visits:
– First follow-up three to six weeks after IUD
insertion
– The client can return for a visit to have the IUD
removed when it has been in place for the
recommended number of years, (12 years for
the T Cu 380A) or when client wishes to have it
removed for any reason.
– Visit if she has questions, concerns, or any of
the following signs/symptoms she thinks may be
caused by the IUD.
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IUD Follow-Up Care (Cont)
• Any time she has:
– Fever, chills (a possible sign of infection).
– Increasing or severe abdominal pain.
– Pain during intercourse.
– Purulent or foul smelling discharge.
– If she thinks the IUD might be out of place
(strings become shorter, longer, or missing).
– If she thinks she might be pregnant.
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SESSION 3

Objectives
• By the end of the session participants will be
able to:
– Discuss effectiveness, side effects, health
benefits and risks of barrier and local methods.
– Explain the natural methods : LAM, fertility
awareness method and withdrawal.
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Barrier Methods
• Barrier method means there is a physical
device to prevent sperm from entering the
woman's reproductive tract.
• Examples of barrier birth control methods
include: Female and male Condoms,
Diaphragms, ……….
• Effective at preventing pregnancy and some
STIs when used
• Consistently and correctly.
• Using a spermicide with a barrier method gives
you the best possible barrier method protection.
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Advantages of Barrier Methods
Easy to initiate or discontinue.
Immediate return to fertility.
Are only used at the time of sexual intercourse.
Are safe for a woman to use while she is
breastfeeding.
• Do not affect other health conditions, such as high
blood pressure or diabetes.
• Are less expensive than hormonal methods, and
some are available without a prescription.
• Condoms also are the best method for reducing the
risk of sexually transmitted infections, including HIV.
•
•
•
•
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Male Condoms
• The condom forms a barrier that prevents
sperms from reaching the cervix during sex.
• Most condoms are made of thin latex rubber,
some are coated with a lubricant and/or
spermicide.
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Effectiveness of Male Condoms
• As commonly used about 15 pregnancies
per 100 women whose partners use male
condom over the first year (85%).
• Return of fertility after use of male condom
is stopped: no delay.
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Advantages of Male Condoms
• Protect against risks of pregnancy.
• It protects from acquiring or transmitting
STIs including HIV.
• Can be used as a temporary or backup
method.
• Can be used without seeing a health
provider.
• Increase male participation in family
planning.
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Disadvantages and Side Effects of Male
Condoms
• Disadvantages:
– May decrease sensation, making sex less enjoyable
for either partner.
– May cause an allergic reaction to latex rubber.
– It might take time to put the condom on the erect
penis before the penis touches the woman’s genital
and hence husband may lose erection.

• Side effects:
– None
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How to Use Male Condoms
• Use a new male condom for each act of sex.
• Before any vaginal contact, place the condom on the tip of the
erect penis, the rolled side should be on the outside.
• Unroll the condom all the way to the base of the erect penis, if
the condom does not unroll, it may be on backwards, damaged,
or too old.
• Use water or a water – based lubricant on the outside of the
condom this helps prevent breaks, do not use creams, oils, or
petroleum jelly.
• Immediately after ejaculation, hold the rim of the condom in
place, withdraw the penis while it is still erect, and be careful not
to spill semen when withdrawing the penis or taking off the
condom.
• Store condoms in a dark, cool, dry place if possible.
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Female Condoms
• What are female condoms?
– The female condom is a sheath made of a
transparent latex with flexible rings at both ends,
it is the same length as a male condom. The
condom forms a barrier that keeps sperms out
of the vagina during sex and hence prevents
pregnancy.
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Effectiveness of Female Condoms
• As commonly used about 21 pregnancies
per 100 women using FC over the first year.
• Return of fertility after use FC is stopped.
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Advantages of Female Condom
• Protect against risks of pregnancy.
• It protects from acquiring or transmitting STIs
including HIV.
• Can be used as a temporary or backup method.
• Can be used without seeing a health provider.
• Can be used during pregnancy to protect
mother and fetus against STIs.
• Controlled by the women.
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Disadvantages and Side Effects of Female
Condom
• Disadvantages:
– May be relatively expensive and hard to find.
– Must not be used if the partner is using a male
condom, the friction between the two condoms
may cause one or both to break.
– May make noises during intercourse, adding
lubricant can help.

• Side effects:
– None
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How to use Female Condom
• Use a new female condom for each act of
sex.
• Insert up to 8 hours before sex, for the best
protection insert before the penis comes into
contact with the vagina.
• After the man withdraws his penis, hold the
outer ring of the condom, twist to seal in
fluid, and gently pull it out of the vagina , it is
preferred to remove before standing.
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Spermicides
• What are spermicides?
– Sperm-killing substances inserted deep in the
vagina, near the cervix, before sex.
– Available in foaming tablets, melting or foaming
suppositories, melting film, jelly, and cream.
– Can be used alone or with a diaphragm or with
condoms.
– Work by causing the membrane of sperm cells to
break, killing them or slowing their movement,
thus keeping sperm from meeting the ovum.
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Effectiveness and Advantages of Spermicides
• Effectiveness:
– As commonly used about 29 pregnancies per 100
women using spermicides over the first year (71%).
– Return of fertility after use is stopped: no delay.

• Advantages:
– Spermicides are controlled by the woman, can be
used without seeing a health care provider.
– Increase vaginal lubrication & do not reduce vaginal
secretions .
– Have no hormonal side effects.
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Disadvantages and Side Effects of
Spermicides
• Disadvantage:
– Do not protect against STIs.

• Side effects: Some users report the
following:
– Irritation in or around the vagina or penis.
– Other possible physical changes as vaginal
lesions.
– Urinary tract infection especially when using
spermicides 2 or more times a day (uncommon)
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How to Use Spermicides
• Insert spermicides at least 10 minutes to 1
hour before each intercourse to allow the
spermicide to dissolve and spread in the
vagina.
• It should be used each act.
• Wait for at least 6 hours after sex before
douching.
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Combined Vaginal Ring
• What is combined vaginal ring?
– A flexible ring placed in the vagina, continuously
releases 2 hormones (progestin and an
estrogen) like the natural hormones
progesterone and estrogen in a woman’s body
from inside the ring, hormones are absorbed
through the wall of the vagina directly into the
bloodstream. Also called Nova ring.
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Combined Vaginal Ring (cont.)
• Mechanism of action:
– Works primarily by preventing the release of
eggs from the ovaries (ovulation).

• How to use:
– The ring is kept in place for 3 weeks, then
removed for the fourth week, during the fourth
week the woman will have her menses, a new
ring is inserted at the end of the fourth week.

223

Effectiveness of Combined Vaginal Ring
• Combined vaginal ring is new and research on
effectiveness is limited.
• Risk of pregnancy is greatest when a woman is late
to start a new ring.
• Return of fertility after ring use is stopped: no delay.
• Long term studies of the vaginal ring are limited, but
researches suggest that its advantages and
disadvantages are like those of COCs.
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Side Effects of Combined Vaginal Ring
• Changes in bleeding patterns including :
– lighter bleeding and fewer days of bleeding.
– Irregular bleeding.
– Prolonged bleeding.

• Headaches, irritation, redness, or
inflammation of the vagina, white vaginal
discharge.
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Combined Patch
• What is combined patch?
– A small, thin, square of flexible plastic worn on
the body, continuously releases 2 hormones
(progestin and an estrogen directly through the
skin into the bloodstream). Works primarily by
preventing the release of eggs from the ovaries
(ovulation).
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How to Use Combined Patch
• A new patch is worn every week for 3 weeks,
then no patch for the fourth week, during the
fourth week the woman will have her
menses.
• Patch is inserted on any part except the
breast , change place every time).
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Effectiveness of Combined Patch
• Combined patch is new and research on
effectiveness is limited.
• Risk of pregnancy is greatest when a woman is
late to change the patch.
• Pregnancy rates may be slightly higher among
women weighing 90kg or more.
• Return of fertility after use is stopped: no delay.
• Long term studies of the skin patches are
limited, but researches suggest that its
advantages and disadvantages are like those of
COCs.
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Side Effects of Combined Patch
• Some users reported the following:
– Skin irritation or rash where the patch is applied.
– Changes in monthly bleeding :
•
•
•
•

lighter bleeding and fewer days of bleeding.
Irregular bleeding.
Prolonged bleeding.
No monthly bleeding.

– Headaches, nausea, vomiting, abdominal pain,
breast tenderness and pain, flu symptoms/
upper respiratory infection.
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Natural Methods
• Are considered "natural" because they are
not mechanical and not a result of hormone
manipulation.
• They’re free or low-cost, safe, and effective
when you use them the right way. But that’s
hard to do.
• Examples:
– Lactational Amenorrhea Method (LAM).
– Fertility awareness method.
– Withdrawal method.
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Lactational Amenorrhea Method (LAM)
• A temporary family planning method based
on the natural effect of breastfeeding on
fertility.
• LAM requires 3 conditions, all must be met:
– The mother’s monthly bleeding has not returned,
(amenorrhea afterbirth).
– The baby is fully breastfeed ( he receives no
liquid or food, not even water)
– The baby is less than 6 months old.
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Mechanism of Action of LAM: Non-fertile State
Nipple stimulation by infant suckling

Nerve impulses to the hypothalamus
Release of prolactin and disruption in the release
of gonadotrophin releasing hormones (GnRH)
Suppression of FSH and LH

Suppression of Ovulation
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Effectiveness and Advantages of LAM
• Effectiveness:
– As commonly used about 2 pregnancies per 100 women
using LAM in the first 6 months after childbirth ( 98% ).
– Return of fertility after LAM is stopped: depends on how
much the woman continues to breastfeed.

• Advantages:
– Does not interfere with sex.
– No costs and no supplies needed, it is a natural family
planning method.
– Provides health benefits for the baby and the mother
through exclusive breastfeeding.
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Disadvantages and Side Effects of LAM
• Disadvantages:
– Does not protect against STIs , must use
condoms if at risk of STIs.
– Effectiveness after 6 months postpartum is not
certain.
– Full breastfeeding may be inconvenient or
difficult for some women.

• Side effects:
– None
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How to Use Lactation Amenorrhea Method
• Start breastfeeding as soon as possible after
the baby is born, if initiated within one hour of
birth baby will get the full benefit of colostrums,
feed only breast milk day and night.
• Make sure menses has not returned (even
spotting).
• Only effective in the first six months post
partum.
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Fertility Awareness Method
• Fertility awareness means that a woman knows when
the fertile time of her menstrual cycle starts and
ends (the fertile time is when she may become
pregnant). Sometimes called periodic abstinence. It
depend on observing signs of fertility:
• Cervical secretions: she may feel a little vaginal
wetness.
• Basal body temperature (BBT): a woman’s resting
body temperature goes up slightly after the release
of an egg (ovulation), and that is when she could
become pregnant.
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Fertility Awareness Method (cont)
• Mechanism of action:
– The married couple avoids unprotected vaginal
sex during these fertile days, or use a condom or
other barrier methods during that period.
– It could be used by women whose menstrual
cycles are regular and between 26-32 days long.
– The days a woman is more fertile are days 8 to
19 of her menstrual cycle.
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Fertility Awareness Method (Cont)
• Effectiveness:
– As commonly used in the first year about 25
pregnancies per 100 women using fertility
awareness methods ( 75% effective).

• Advantages:
– There are no costs and no supplies needed.
– It is natural, thus there are no hormones, devices or
medical procedures required.
– Promotes male involvement and couple
communication.
– No delay in return to fertility.
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Fertility Awareness Method (Cont)
• Disadvantages:
– Postpartum or breastfeeding women must have
3 regular menstrual cycles before they can use
Fertility Awareness Methods.
– Does not protect against sexually transmitted
infections(STIs).

• Side effects:
– None
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Withdrawal
• What is Withdrawal?
– The husband withdraws his penis from his wife’s
vagina before ejaculation and he ejaculates
outside of the vagina. It prevent contact between
the sperm and ovum.
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Effectiveness of Withdrawal
• As commonly used about 27 pregnancies per
100 women whose partner uses withdrawal
over the first year(73%).
• It is one of the least effective methods, yet
offers better protection than no method at all.
• Pre-ejaculatory fluid contains sperms and may
flow out during intercourse.
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Withdrawal
Advantages, Disadvantages and Side Effects

• Advantages:
– May be appropriate for couples who need a temporary
method while awaiting the start of another method.
– Requires no supplies and no clinic or pharmacy visit.
– Promotes male involvement and couple
communications.
– No delay of fertility after Withdrawal use is stopped.

• Disadvantages:
– Not suitable for men who can not feel when ejaculation
is about to occur or ejaculate prematurely.
– Does not protect against sexually transmitted
infections(STIs).

• Side effects: None.
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SESSION 4

Objectives
• By the end of the session the participant will
be able to:
– Discuss best practices of infection control.
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ﻣكﺎﻓﺤﺔ اﻟﻌﺪوي
• أهﻤﻴﮫ ﺑﺮﻧﺎﻣﺞ ﻣكﺎﻓﺤﺔ اﻟﻌﺪوى :

– تﻌﺘ :9اﻟﻌﺪوى اﳌﻜتﺴﺒﺔ @ى اﳌنﺸﺂت اﻟصحﻴﺔ ﻣﺸكﻠﺔ يﻌﺎنﻰ ﻣMLﺎ اﻟﻜﺜ:Oون @ي
ﺟﻤﻴﻊ أﻧﺤﺎء اﻟﻌﺎﻟﻢ وﻣﻦ ﺛﻢ ﻻﺑﺪ ﻣﻦ ﻣكﺎﻓﺤﺔ هﺬﻩ اﻟﻌﺪوى والحﺪ ﻣﻦ
أﻧتﺸﺎرهﺎ.

• اﻟﻌﺪوى @ي اﳌنﺸﺂت اﻟصحﻴﺔ :

– ﺗنﺘﻘﻞ اﻟﻌﺪوى ﺑﻄﺮيﻘﺔ ﻣﺒﺎﺷﺮة أو ﻏ :Oﻣﺒﺎﺷﺮة ﻣﻦ اﻟﻘﺎﺋﻤOن ﻋgى ﺧﺪﻣﺎت
اﻟﺮﻋﺎﻳﺔ اﻟصحﻴﺔ إkى اﳌﺮ nmlإﻻ إذا ﺗﻢ اﻷﻟrqام ﺑﺎﻷﺳﺎﻟﻴﺐ اﻟصحﻴﺤﺔ
ﳌكﺎﻓﺤﺔ اﻟﻌﺪوى.
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اﻻﺣﺘﻴﺎﻃﺎت اﻟﻘﻴﺎﺳﻴﺔ ﳌكﺎﻓﺤﺔ اﻟﻌﺪوى
• !ي اﻷﺣﺘﻴﺎﻃﺎت اﻟ0/ .-ﺪف إ4ى ﻣﻨﻊ ﻧﻘﻞ اﻟﻌﺪوى ?ي اﳌنﺸﺂت اﻟصحﻴﺔ وﺣﻤﺎﻳﺔ
اﳌﺮ .KJواﻟﻌﺎﻣﻠMن ﻋﻨﺪ اﻟﺘﻌﺎﻣﻞ ﻣﻌهﻢ أو ﻣﻊ ﺳﻮاﺋﻞ الجﺴﻢ أو اﻵﻻت اﳌﺴﺘﻌﻤﻠﺔ
واﳌنﺴﻮﺟﺎت وأﺳﻄﺢ اﻟﻌﻤﻞ وأدوات اﻟﻌﻨﺎﻳﺔ ﺑﺎﳌﺮ `KJﺣﻴﺚ أن اﻟﺘﻌﺮض ﻟلخﻄﺮ
ﻳﻜﻤﻦ ?ى اﻹﺟﺮاء ﻧﻔﺴﮫ وﻟيﺲ ?ى اﳌﺮيﺾ.
• تﺸﻤﻞ اﻷﺣﺘﻴﺎﻃﺎت اﻟﻘﻴﺎﺳﻴﺔ اﻵتﻰ :
–
–
–
–
–
–
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ﻧﻈﺎﻓﺔ وﺗﻄه tMاﻷﻳﺪى.
أدوات اﻟﻮﻗﺎﻳﺔ اﻟشخﺼﻴﺔ.
الحﻘﻦ اﻵﻣﻦ.
إﻋﺎدة ﻣﻌﺎلجﺔ اﻵﻻت ) اﻟﺘﻨﻈﻴﻒ واﻟﺘﻄه tMواﻟﺘﻌﻘﻴﻢ (
ﺗﻨﻈﻴﻒ وﺗﻄه tMاﻟﺒيﺌﺔ.
إدارة ا}خﻠﻔﺎت.

ﻳﻮﺟﺪ ﺛﻼث أﻧﻮاع ﻣﻦ ﻏﺴﻞ اﻷﻳﺪى
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•

اﻟﻐﺴﻴﻞ اﻟﺮوﺗﻴ ) :,+ﻗﺒﻞ وبﻌﺪ اﻟﻌﻤﻞ  -ﻗﺒﻞ
وبﻌﺪ أى إﺟﺮاء  -ﻗﺒﻞ وبﻌﺪ أرﺗﺪاء اﻟﻘﻔﺎزات -
بﻌﺪ أﺳﺘﻌﻤﺎل الحﻤﺎم  -ﻗﺒﻞ وبﻌﺪ ﺗﻨﺎول
اﻟﻄﻌﺎم (

•

اﻟﻐﺴﻞ اﻟﺼ.ي ) :ﻗﺒﻞ اﻷﺟﺮاءت اﻷﺧEDاﻗﻴﺔ
– ﻗﺒﻞ ﺗﻀﻤﻴﺪ الجﺮوح ( ويكﻮن ﺣQP
ﻣﻨﺘﺼﻒ اﻟﺴﺎﻋﺪ ﺑﺄﺳﺘﺨﺪام اﳌﻨﻈﻒ اﻟﺮﻏﻮي
اﻟﺒيﺘﺎدﻳﻦ  % 7او اﻟﻜﺤﻮل  %95 -60ﳌﺪة
دﻗﻴﻘﺘeن ﻋfى اﻷﻗﻞ ويﺸﻄﻒ ﺑﺎﳌﺎء الجﺎري.

•

اﻟﻐﺴﻞ الجﺮا2ي) :ﻗﺒﻞ اﻟﻌﻤﻠﻴﺎت الجﺮاﺣﻴﺔ -
ﻗﺒﻞ اﻟﺘﺪﺧﻼت اﻷﺧEDاﻗﻴﺔ ذات الخﻄﻮرة
اﻟﻌﺎﻟﻴﺔ ( ويكﻮن ﺣ QPأﻋfى اﳌﺮﻓﻖ )اﻟكﻮع (
ﳌﺪة  5دﻗﺎﺋﻖ ﺑﺄﺳﺘﺨﺪام ﻣﺎدة ﻣﻄهﺮة
وأﺳﺘﺨﺪام ﻣنﺸﻔﺔ ﻣﻌﻘﻤﺔ ﻟﻠﺘﺠﻔﻴﻒ ﻗﺒﻞ
أرﺗﺪاء اﻟﻘﻔﺎزات

اﻟـﻐـﺴـﻴ ـ ـﻞ اﻟﺮوﺗـﻴـﻨ ـﻲ ﻟﻸﻳـﺪي
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أدوات اﻟﻮﻗﺎﻳﺔ اﻟشخﺼﻴﺔ Dي اﻟﻌﻴﺎدة
• اﻟﻘﻔﺎزات ) اﳌﻌﻘﻤﺔ  -اﻟﻨﻈﻴﻔﺔ  -ﺷﺪﻳﺪة اﻟﺘﺤﻤﻞ (
• اﻟﺒﺎﻟﻄﻮ ) زى اﻟﻄﺒيﺐ (
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الحﻘﻦ اﻵﻣﻦ
• هﻮ اﻟﺬي ﻻﻳتﺴبﺐ .ى أذى اﳌﺘﻠﻘﻲ وﻻ يﻌﺮض ﻣﻘﺪم الخﺪﻣﺔ اCى أى
ﻣﺨﺎﻃﺮ وﻻﻳنﺘﺞ ﻋﻨﮫ أى ﻧﻔﺎﻳﺎت ﺗﻀﺮ اﻵﺧﺮيﻦ أو اﻟﺒيﺌﺔ.
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اﻟﻌﻨﺎﺻﺮ اﻵﺳﺎﺳﻴﺔ ﻟلحﻘﻦ اﻵﻣﻦ
•
•
•
•
•
•
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أﺳﺘﺨﺪام أدوات الحﻘﻦ اﳌﻌﻘﻤﺔ
ﺗﻮﻓ 87ﻛﻤﻴﺔ كﺎﻓﻴﺔ ﻣﻦ اﻟﺴﺮﻧﺠﺎت ﻟﻀﻤﺎن أﺳﺘﺨﺪام ﺳﺮﻧﺠﺔ ﺟﺪﻳﺪة
وﻣﻌﻘﻤﺔ ﻟكﻞ ﻋﻤﻠﻴﺔ ﺣﻘﻦ.
اﻟﺘﺨﻠﺺ ﻣﻦ اﻟﺴﺮﻧﺠﺎت اﻟ ONﺗﻼﻣﺲ أى ﺳﻄﺢ ﻏ 87ﻣﻌﻘﻢ.
ﺣﻤﺎﻳﺔ ﻣﻘﺪﻣﻰ الخﺪﻣﺔ ﻣﻦ اﻟﻮﺧﺰ ﺑﺎﻹﺑﺮ أو اﻷدوات الحﺎدة وذﻟﻚ ﺑﺄﺧﺬ
اﻷﺣﺘﻴﺎﻃﺎت اﻻزﻣﺔ ﳌﻨﻊ الحﺮﻛﺔ اﳌﻔﺎﺟﺌﺔ ﻟﻠﻤﺮيﺾ.
ﺗﺠﻨﺐ إﻋﺎدة تﻐﻄﻴﺔ أﺑﺮة الحﻘﻦ بﻌﺪ إqpﺎء ﻋﻤﻠﻴﺔ الحﻘﻦ وﻋﺪم ﺛ Otأو
ﻛﺴﺮ اﻹﺑﺮة ﻗﺒﻞ اﻟﺘﺨﻠﺺ ﻣqwﺎ.
اﻟﺘﺨﻠﺺ ﻣﻦ اﻟﺴﺮﻧﺠﺎت بﻌﺪ أﺳﺘﺨﺪاﻣهﺎ ﺑﻮﺿﻌهﺎ zى ﺻﻨﺎدﻳﻖ اﻷﻣﺎن اﻟﻐ87
ﻗﺎﺑﻞ ﻟﻠﺜﻘﺐ وﻏﻠﻖ اﻟﺼﻨﺎدﻳﻖ ﻋﻨﺪ أﻣﺘﻼqÄﺎ اÅى ﺛﻼث أربﺎع اﻟﻌﺒﻮة ووﺿﻌهﺎ
zى ﻣكﺎن آﻣﻦ لح7ن اﻟﺘﺨﻠﺺ اﻟqwﺎئﻰ ﻣqwﺎ.

اﻟﻌﻨﺎﺻﺮ اﻵﺳﺎﺳﻴﺔ ﻟلحﻘﻦ اﻵﻣﻦ
• ﺣﻤﺎﻳﺔ اﻟﺒيﺌﺔ وا-جﺘﻤﻊ ﺑﻤﻨﻊ اﻟﻮﺻﻮل ا6ى ﻣﺨﻠﻔﺎت ﻋﻤﻠﻴﺔ الحﻘﻦ:

ً
– ﻳﺠﺐ إﻏﻼق ﺻﻨﺎدﻳﻖ اﻷﻣﺎن ﻋﻨ ًﺪ أﻣﺘﻼء ﺛﻼﺛﺔ أربﺎع اﻟﻌﺒﻮة وذﻟﻚ ﺗﻤهﻴﺪا ﻟﻨﻘﻠهﺎ
ا6ى ﻣكﺎن آﻣﻦ ﻟﻠﺘﺨﻠﺺ ﻣ^_ﺎ `_ﺎﺋﻴﺎ ﻣﻊ اﻷﺧﺬ dى اﻷﻋﺘﺒﺎر ﻋﺪم ﻓﺘﺢ أو ﺗﻔﺮيﻎ أو
إﻋﺎدة أﺳﺘﺨﺪام اﻟﻌﺒﻮات بﻌﺪ إﺣكﺎم إﻏﻼﻗهﺎ.

• بﻌﺾ اﻷﺳﺎﻟﻴﺐ اﻟﻌﻤﻠﻴﺔ اﻟﻮاﺟﺐ أﺗﺒﺎﻋهﺎ:
–
–
–
–
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ﻳﺠﺐ ﻋpى ﻣﻘﺪم الخﺪﻣﺔ اﻟﺘﺄﻛﺪ ﻣﻦ ﻧﻈﺎﻓﺔ ﻳﺪﻳﮫ ﻗﺒﻞ ﻋﻤﻠﻴﺔ الحﻘﻦ.
ﻻ ﻳﻮﺟﺪ ﺣﺎﺟﺔ ﻷرﺗﺪاء اﻟﻘﻔﺎزات dى ﺣﺎﻟﺔ الحﻘﻦ اﻟﻌﻀpى أو dى الجﻠﺪ أو ﺗﺤﺖ
الجﻠﺪ ويﺠﺐ أرﺗﺪاء اﻟﻘﻔﺎزات dى ﺣﺎﻟﺔ وﺟﻮد أﺣﺘﻤﺎل اﻟﺘﻌﺮض ﻟﻠﺪم أو ﺳﻮاﺋﻞ
الجﺴﻢ .
ً
ﻳﺠﺐ ﺗﻨﻈﻴﻒ الجﻠﺪ ﻣﻮﺿﻊ الحﻘﻦ إذا كﺎن ﻣتسخﺎ .
إﺗﺒﺎع أﺳﻠﻮب ﻋﺪم اﻟﻠﻤﺲ ﻟﻠﻤﺤﺎﻓﻈﺔ ﻋpى اﻟﺴﺮﻧﺠﺔ و إﺑﺮة الحﻘﻦ ﻣﻌﻘﻤﺔ.

إﻋﺎدة ﻣﻌﺎلجﺔ اﻵﻻت )اﻟﺘﻨﻈﻴﻒ  -اﻟﺘﻄه - ihاﻟﺘﻌﻘﻴﻢ(
• تﻌﺪ اﳌﻌﺪات اﻟﻄﺒﻴﺔ واﻵﻻت الجﺮاﺣﻴﺔ ﻣﻦ اﻷدوات اﻟﻀﺮوريﺔ ﻟﻠﻌﻨﺎﻳﺔ
ﺑﺎﳌﺮ@ ،BAوﻣﻊ ذﻟﻚ ﻓﻘﺪ ﺗﺆدى هﺬﻩ اﻷدوات إPى أﻧﺘﻘﺎل اﻟﻌﺪوى
ﺑﺎﳌﻴﻜﺮوبﺎت اﳌﺴبﺒﺔ ﻟﻠﻤﺮض بﺴبﺐ إﻋﺎدة أﺳﺘﺨﺪاﻣهﺎ وذﻟﻚ إذا ﻟﻢ
ﺗﺘﻢ ﺧﻄﻮات إﻋﺎدة اﳌﻌﺎلجﺔ ﻣﻦ ﺗﻨﻈﻴﻒ وﺗﻄه ihوتﻌﻘﻴﻢ هﺬﻩ اﻵﻻت
ً
ﻋjى أﻛﻤﻞ وﺟﮫ وﻧﻈﺮا ﻟﺘﻮاﺟﺪ اﻷﻏﻠﺒﻴﺔ اﻟﻌﻈم Bﻣﻦ اﳌﻴﻜﺮوبﺎت rي
اﳌﻮاد اﻟﻌﻀﻮيﺔ اﻟﻌﺎﻟﻘﺔ و اﻷﻗﺬار.
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إﻋﺎدة ﻣﻌﺎلجﺔ اﻵﻻت)ﻋﻤﻠﻴﺔ إزاﻟﺔ اﻟﺘﻠﻮث(
• ﻋﻤﻠﻴﺔ اﻟﺘﻨﻈﻴﻒ تﻌﺘ 0/أول وأهﻢ ﺧﻄﻮات ﻣﻌﺎلجﺔ اﻵﻻت وﻗﺪ ﺗﻨتﺸﺮ
اﻟﻌﺪوى Gي ﺣﺎﻟﺔ اﻟﻔﺸﻞ Gي اﻟﺘﺨﻠﺺ ﻣﻦ هﺬﻩ اﻷﻗﺬار ﻋﻦ ﻃﺮيﻖ
اﻟﺘﻨﻈﻴﻒ ،وﻣﻦ ﺛﻢ ﺗﺆﺛﺮ ﻋﻤﻠﻴﺔ اﻟﺘﻨﻈﻴﻒ ﻋYى ﻛﻔﺎءة ﻣﺎ ﻳﻠ_`ﺎ ﻣﻦ
ﻋﻤﻠﻴ baاﻟﺘﻄه 0dأو اﻟﺘﻌﻘﻴﻢ.
• تﻌﺮف ﻋﻤﻠﻴﺔ إزاﻟﺔ اﻟﺘﻠﻮث ﺑﺄ`lﺎ ﺗﻠﻚ اﻟﻌﻤﻠﻴﺔ اﻟ baﻳﺘﻢ ﺧﻼﻟهﺎ اﻟﺘﺨﻠﺺ
ﻣﻦ اﳌﻴﻜﺮوبﺎت واﻟﻘﻀﺎء ﻋﻠ_`ﺎ ﺑﺤﻴﺚ ﺗﺼﺒﺢ اﳌﻌﺪات آﻣﻨﺔ ﻹﻋﺎدة
أﺳﺘﺨﺪاﻣهﺎ.
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ً
ﻋﻤﻠﻴﺔ إزاﻟﺔ اﻟﺘﻠﻮث :أوﻻ اﻟﺘﻨﻈﻴﻒ
• !ى الخﻄﻮة اﻷو,ى ﻹزاﻟﺔ كﺎﻓﺔ اﳌﻮاد اﻟﻌﺎﻟﻘﺔ ﻣﻦ اﳌﻮاد اﻟﻌﻀﻮيﺔ وﻏ=>
اﻟﻌﻀﻮيﺔ اﻟﻌﺎﻟﻘﺔ ﺑﺎﻵﻻت وهﻨﺎك ﻣكﻮﻧﺎن رﺋيﺴﻴﺎن ﻟﻌﻤﻠﻴﺔ اﻟﺘﻨﻈﻴﻒ وهﻤﺎ:
– اﻟﻔﺮك ﻟكﻰ يﺴهﻞ إزاﻟﺔ اﳌﺎدة اﻟﻌﺎﻟﻘﺔ
– ﺛﻢ اﻟﺸﻄﻒ الجﻴﺪ ﺑﺎﳌﺎء الجﺎري ﻹزاﻟﺔ ﺗﻠﻚ اﳌﻮاد

• ﻳﻔﻀﻞ أن ﻳﺘﻢ ﻋﻤﻠﻴﺔ اﻟﺘﻨﻈﻴﻒ بﻌﺪ أﺳﺘﺨﺪام اﻵﻟﺔ ﻣﺒﺎﺷﺮآ او أن ﻳﺘﻢ
ﻧﻘﻌهﺎ mي ﻣﺤﻠﻮل ﻣﻨﻈﻒ )ﻣﺎء وﻣﻨﻈﻒ ﺳﺎﺋﻞ( ﻛﺨﻄﻮة ﻣﺒﺪﺋﻴﺔ ﻣﻨﻔﺼﻠﺔ
لح=ن اﻟﺒﺪء mى ﻋﻤﻠﻴﺔ اﻟﺘﻨﻈﻴﻒ
• إذا ﻟﻢ ﻳﺘﻢ ﺗﻨﻈﻴﻒ اﻷدوات واﻵﻻت ﻓﻘﺪ ﻻ ﻳﺠﺪي اﻟﺘﻄه=> أو اﻟﺘﻌﻘﻴﻢ ﻷن
بﻌﺾ اﳌﻴﻜﺮوبﺎت اﳌﻮﺟﻮدة ﻗﺪ ﺗﻈﻞ ﺣﻴﺔ ﻣﻤﺎ ﻳﺤﺪ ﻣﻦ ﻋﻤﻠﻴ|} اﻟﺘﻄه=> أو
اﻟﺘﻌﻘﻴﻢ
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ً
ﻋﻤﻠﻴﺔ إزاﻟﺔ اﻟﺘﻠﻮث :أوﻻ اﻟﺘﻨﻈﻴﻒ )ﺗﺎبﻊ(
• ﻗﺪ ﻳﻔﻀﻞ أن ﻳﺘﻢ ﻧﻘﻊ اﻷدوات واﻵﻻت ﻗﺒﻞ اﻟﺒﺪء 9ى ﻋﻤﻠﻴﺔ اﻟﺘﻨﻈﻴﻒ
ﻟﺰيﺎدة ﻛﻔﺎءة ﻋﻤﻠﻴﺔ اﻟﺘﻨﻈﻴﻒ .
• ﻳﺘﻢ ﻣﻞء ﺣﺎويﺔ ﻋﻤﻴﻘﺔ ﺑﻜﻤﻴﺔ ﻣﻦ اﳌﺎء وﻣﺤﻠﻮل ﻣﻨﻈﻒ ﺑﺤﻴﺚ ﺗﺤﺘﻮى
ﻋTى ﺳﻠﺔ ﻣﻦ ﺷﺒﻚ اﻟﺴﻠﻚ ﺛﻢ ﺗﻮﺿﻊ اﻷدوات ﺑﺪاﺧﻞ اﻟﺴﻠﺔ اﻟﺸﺒﻜﻴﺔ
.
• ﺛﻢ ﻳﺘﻢ إرﺳﺎل الحﺎويﺔ ﺑﻤﺎ ﺗﺤﻮيﮫ ﻣﻦ آﻻت اcى ﻗﺴﻢ اﻟﺘﻌﻘﻴﻢ اﳌﺮﻛﺰى
ﺣﻴﺚ ﻳﺘﻢ ﺗﻔﺮيﻎ اﻷدوات ﻋTى ﻣﻨﻀﺪة أو ﺻيﻨﻴﺔ وﻓﺼﻠهﺎ ﻋﻦ بﻌﻀهﺎ
ﻗﺒﻴﻞ ﺗﻨﻈﻴﻔهﺎ.
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ﺗ ـ ـ ﺬﻛ ﺮ
• ﻻ ﻳﺘﻢ أﺳﺘﺨﺪام ﻗﻄﻊ اﻟﺼﺎﺑﻮن 5ى ﻋﻤﻠﻴﺔ ﺗﻨﻈﻴﻒ اﻵﻻت ﻷDCﺎ ﺗFEك
ﺑﻘﺎﻳﺎ اﻟﺼﺎﺑﻮن ﻋIى اﻷدوات.
• الحﺮص ﻋIى أرﺗﺪاء اﻟﻘﻔﺎزات ﻣﻄﺎﻃﻴﺔ ﺷﺪﻳﺪة اﻟﺘﺤﻤﻞ
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ﺛﺎﻧﻴﺎ :اﻟﺘﻄه @dﻋﺎeى اﳌﺴﺘﻮى
• !ى اﻟﻘﻀﺎء ﻋ+ى كﺎﻓﺔ اﳌﻴﻜﺮوبﺎت ﻣﺎﻋﺪا اﳌﻴﻜﺮوبﺎت اﳌﺘﺤﻮﺻﻠﺔ
• يﻌﺘ?@ اﻟﺒﺪﻳﻞ اﻟﻮﺣﻴﺪ اﳌﻘﺒﻮل ﻋ+ى اﻷﻗﻞ ﳌﻌﺎلجﺔ اﻷدوات ذات
الخﻄﻮرة اﳌﺘﻮﺳﻄﺔ ﺑﺄﺳﺘﺨﺪام اﻟﻐﻠﻴﺎن أو ﺑﺄﺳﺘﺨﺪام اﳌﻮاد اﻟﻜﻤﻴﺎﺋﻴﺔ
وذﻟﻚ [ى ﺣﺎﻟﺔ تﻌﺬر إﺟﺮاء ﻋﻤﻠﻴﺔ اﻟﺘﻌﻘﻴﻢ.
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ﺛﺎﻟﺜﺎ  :اﻟﺘﻌﻘﻴﻢ
• اﻟﺘﻌﻘﻴﻢ  sterilizationهﻮ اﻟﺘﺨﻠﺺ اﻟﺘﺎم ﻣﻦ ﺟﻤﻴﻊ اﻟكﺎﺋﻨﺎت الحﻴﺔ
اﻟ<= تﺴبﺐ اﻷﻣﺮاض ﺑﻤﺎ ﻓHGﺎ اﳌﺘﺤﻮﺻﻠﮫ )اﻟﻔONوﺳﺎت  -اﻟﺒﻜﺘONﻳﺎ -
اﻟﻄﻔﻴﻠﻴﺎت(.
• ﻳﺘﻢ اﻟﺘﻌﻘﻴﻢ ﻋﻦ ﻃﺮيﻖ:
– أﺳﺘﺨﺪام اﻟﺒﺨﺎر ﺗﺤﺖ ﺿﻐﻂ ﺑﺄﺳﺘﺨﺪام ﺟهﺎز اﻷوﺗﻮﻛﻼف.
– اﻟتسخNن الجﺎف ﺑﺎﺳﺘﺨﺪام اﻟﻔﺮن الحﺮارى.
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الخﻄﻮات اﳌﺘﺒﻌﺔ aى اﻟﺘﻌﻘﻴﻢ )اﻷوﺗﻮﻛﻼف(
•
•
•
•
•
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ﺗﻨﻈﻴﻒ اﻵﻻت ﺑﺎﳌﺎء الجﺎري واﻟﺼﺎﺑﻮن اﻟﺴﺎﺋﻞ ﺛﻢ ﺗﺠﻔﻴﻔهﺎ ﺟﻴﺪا.
ﻓﻚ أو ﻓﺘﺢ اﻵﻻت اﳌﻔﺼﻠﻴﺔ ووﺿﻌهﺎ ﻣﻔﺘﻮﺣﺔ.
تﻐﻠﻴﻒ اﻵﻻت اﻟ POﺳيﺘﻢ ﺗﺨﺰيWVﺎ بﻌﺪ اﻟﺘﻌﻘﻴﻢ وﺗﺮﻗﻴﻤهﺎ وﻛﺘﺎﺑﺔ
أﻧﻮاﻋهﺎ.
ﺗﺮﺗيﺐ اﻵﻻت aي اﻷوﺗﻮﻛﻼف ﺑﻄﺮيﻘﺔ تﺴﻤﺢ ﺑﻤﺮور ﺗﻴﺎر اﻟﺒﺨﺎر ووﺻﻮﻟﮫ
ﻟكﻞ أﺟﺰاء اﻵﻻت ﻣﻊ ﻣﺮاﻋﺎة ﺳﻌﺔ اﻷوﺗﻮﻛﻼف.
ﻣﺮاﻋﺎة تﻌﻠﻴﻤﺎت تﺸﻐﻴﻞ الجهﺎز ﺑﺪﻗﺔ ﻣﻤﺎ يﺴﺎﻋﺪ ﻋpى الحﻔﺎظ ﻋpى
الجهﺎز.

الخﻄﻮات اﳌﺘﺒﻌﺔ dى اﻟﺘﻌﻘﻴﻢ )اﻷوﺗﻮﻛﻼف(
• ﻳﺒﺪأ ﺣﺴﺎب زﻣﻦ اﻟﺘﻌﻘﻴﻢ ﺑﺤﺴﺐ ﻧﻮع الجهﺎز إذا كﺎن ﻳﺘﻢ اﻟﺘﻌﻘﻴﻢ
ﺑﺎﻟﺒﺨﺎر ﻋﻦ ﻃﺮيﻖ اﻹزاﺣﺔ ﻓﻴكﻮن كﺎﻵتﻰ:

– ﻋﻨﺪ درﺟﺔ  121درﺟﺔ ﻣﺌﻮيﺔ ﳌﺪة  30دﻗﻴﻘﺔ ﻟﻶﻻت اﳌﻐﻠﻔﺔ واﳌنﺴﻮﺟﺎت
– ﻋﻨﺪ درﺟﺔ  132درﺟﺔ ﻣﺌﻮيﺔ ﳌﺪة  15دﻗﻴﻘﺔ ﻟﻶﻻت اﳌﻐﻠﻔﺔ و 25دﻗﻴﻘﺔ
ﻟﻠﻤنﺴﻮﺟﺎت.
– ﻳﺘﻢ ﺣﺴﺎب زﻣﻦ اﻟﺘﻌﻘﻴﻢ ﻟﻶﻻت اﻟﻐ_` ﻣﻐﻠﻔﺔ ﻋﻨﺪ  121درﺟﺔ ﻣﺌﻮيﺔ ﳌﺪة
 20دﻗﻴﻘﺔ أوﻋﻨﺪ درﺟﺔ  132درﺟﺔ ﻣﺌﻮيﺔ ﳌﺪة  4دﻗﺎﺋﻖ .
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الخﻄﻮات اﳌﺘﺒﻌﺔ sى اﻟﺘﻌﻘﻴﻢ )اﻷوﺗﻮﻛﻼف(
• ﻣلحﻮﻇﺔ:

– ﻻ يﺸﻤﻞ زﻣﻦ اﻟﺘﻌﻘﻴﻢ اﻟﺰﻣﻦ اﻟﺬي ﻳﺘﻢ أﺳﺘﻐﺮاﻗﮫ ﻟﻠﻮﺻﻮل إDى درﺟﺔ
ً
الحﺮارة أو ﻣﺴﺘﻮى اﻟﻀﻐﻂ اﳌﻄﻠﻮبSن وﻻ يﺸﻤﻞ أﻳﻀﺎ زﻣﻦ اﻟﺘﻔﺮيﻎ أو
اﻟﺘﺠﻔﻴﻒ
– ﻳﺘﻢ ﺗﺨﺰيﻦ اﻵﻻت واﻷدوات اﳌﻌﻘﻤﺔ ﺑﻤﻨﻄﻘﺔ ﺗﺨﺰيﻦ ﻧﻈﻴﻔﺔ ﺟﺎﻓﺔ ﺟﻴﺪة
ً
اﻟihﻮيﺔ ووﺿﻌهﺎ ﻋmى أرﻓﻒ بﻌﻴﺪا ﻋﻦ اﻷرض والحﻮاﺋﻂ
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ﻓUeات اﻟﺘﺨﺰيﻦ
•
•
•
•
•
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اﻟﺮوﻻت  :ﺷهﺮ
ورق اﻟﻜﺮيﺐ  :ﺷهﺮ /ى ﺣﺎﻟﺔ أﺳﺘﺨﺪام ﻃﺒﻘﺔ ﻣﺰدوﺟﺔ ﻣﻦ اﻟﻮرق
أﺳﺒﻮع /ى ﺣﺎﻟﺔ أﺳﺘﺨﺪام ﻃﺒﻘﺔ واﺣﺪة ﻣﻦ اﻟﻮرق
اﻟﻔﻮط اﻟﻘﻤﺎﺷﻴﺔ  :ﺛﻼﺛﺔ أﻳﺎم
أﺳﻄﻮاﻧﺎت اﻟﺘﻌﻘﻴﻢ اﻟﺘﻘﻠﻴﺪﻳﺔ  24 :ﺳﺎﻋﺔ
ﻳﺘﻢ أﺳﺘﺨﺪام اﻷدوات ﻏ UTاﳌﻐﻠﻔﺔ ﻓﻮر ﺧﺮوﺟهﺎ ﻣﻦ ﺟهﺎز اﻷوﺗﻮﻛﻼف
أو اﻟﻔﺮن الحﺮاري أو ﻳﺘﻢ ﺣﻔﻈهﺎ /ى ﺣﺎويﺔ ﻣﻌﻘﻤﺔ ﺟﺎﻓﺔ ﻣﺤﻜﻤﺔ
اﻟﻐﻄﺎء ﳌﺪة  8ﺳﺎﻋﺎت

الخﻄﻮات اﳌﺘﺒﻌﺔ Dى اﻟﻔﺮن الحﺮارى الجﺎف
•
•
•
•
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ﺗﺠﻔﻒ اﻵﻻت ﺑﻔﻮﻃﺔ ﻧﻈﻴﻔﺔ أو ﻣﻨﺎدﻳﻞ ورﻗﻴﺔ.
ﻳﺘﻢ وﺿﻊ اﻵﻻت ﻣﻔﺘﻮﺣﺔ داﺧﻞ اﻟﻔﺮن وDي إﺗﺠﺎﻩ واﺣﺪ.
ﻳﺘﻢ ﺿﺒﻂ ﻣﺆﺷﺮ درﺟﮫ الحﺮارﻩ ﻋRى اﻟﺪرﺟﮫ اﳌﻄﻠﻮبﮫ ويﺘﻢ تﺸﻐﻴﻞ
اﻟﻔﺮن.
ﻳﺘﻢ ﺿﺒﻂ زﻣﻦ اﻟﺘﻌﻘﻴﻢ بﻌﺪ وﺻﻮل ﻣﺆﺷﺮ الحﺮارة إdي 170درﺟﺔ
ﻣﺌﻮيﺔ.اﻟﺰﻣﻦ اﳌﻨﺎﺳﺐ ﺳﺎﻋﺔ كﺎﻣﻠﺔ ) Dي اﻷﻓﺮان اﻟon mlﺎ ﻣﺮوﺣﺔ -
ﺳﺎﻋﺘpن Dى اﻷﻓﺮان اﻟ qlﻟيﺲ onﺎ ﻣﺮوﺣﮫ(  160 -ﳌﺪة ﺳﺎﻋﺘpن ﻟﻼﻓﺮان
اﻟon qlﺎ ﻣﺮوﺣﺔ.

الخﻄﻮات اﳌﺘﺒﻌﺔ Zى اﻟﻔﺮن الحﺮارى الجﺎف )ﺗﺎبﻊ(
• ﻳﺘﻢ ﺗﺮك اﻵﻻت داﺧﻞ اﻟﻔﺮن ﻟﺘ32د وﺗﺼﻞ إ7ي درﺟﺔ ﺣﺮارة اﻟﻐﺮﻓﺔ ﻗﺒﻞ
إﺧﺮاﺟهﺎ ﻣﻦ اﻟﻔﺮن.
• يﺴﺘﺨﺪم ﻣﻼﻗﻂ )ﺟﻔﻮت( ﻣﻌﻘﻤﺔ ﻹﺧﺮاج اﻵﻻت ﻣﻦ اﻟﻔﺮن ﻟتﺴﺘﺨﺪم
ﻓﻮر ﺧﺮوﺟهﺎ ﻣﺒﺎﺷﺮة أو ﻳﺘﻢ ﺗﺨﺰيYXﺎ Zي ﺣﺎويﺔ ﺟﺎﻓﺔ وبﻐﻄﺎء وﻣﻌﻘﻤﺔ
ﳌﺪة  8ﺳﺎﻋﺎت ﻋaي اﻷﻛ.3d
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اﻟﺘﻌﺎﻣﻞ ﻣﻊ اﳌنﺴﻮﺟﺎت
• ﻋ"ى اﻟﺮﻏﻢ ﻣﻦ إﻣكﺎﻧﻴﺔ ﺗﻠﻮث اﳌﻼءات ﺑﺎﳌﻴﻜﺮوبﺎت إﻻ أن اﻹﺻﺎﺑﺔ
اﻟﻔﻌﻠﻴﺔ ﺑﺎﻟﻌﺪوى ﻋﻦ ﻃﺮيﻖ اﳌﻼءات واﻷﻏﻄﻴﺔ اﳌﺴﺘﺨﺪﻣﺔ تﺸكﻞ
نﺴﺒﺔ بﺴﻴﻄﺔ بﺸﺮط أن ﻳﺘﻢ اﻟﺘﻌﺎﻣﻞ ﻣﻌهﺎ وﻧﻘﻠهﺎ وﻏﺴﻴﻠهﺎ بﺸكﻞ
ً
آﻣﻦ ﻻ يﺴبﺐ اﻧتﺸﺎرا ﻟﻠﻌﺪوى.
ً
• ﻳنﺒaي تﻐﻴ edاﳌﻼءات واﻷﻏﻄﻴﺔ ﻳﻮﻣﻴﺎ أو كﻠﻤﺎ أتسخﺖ .
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ﺗﻨﻈﻴﻒ وﺗﻄه %Fاﻟﺒيﺌﺔ
• تﻌﺘ %$ﻧﻈﺎﻓﺔ اﳌنﺸﺎة اﻟصحﻴﺔ أﻣﺮأ ﺿﺮوريﺎ ﻣﻦ أﺟﻞ صحﺔ وﺳﻼﻣﺔ
اﳌﺮ DCBواﻟﻌﺎﻣﻠFن ﻓIHﺎ ويﻌﺘ %$اﻟﺘﻨﻈﻴﻒ اﻟﻴﻮﻣﻲ ﺿﺮوري ﻹزاﻟﺔ اﻷﺗﺮبﺔ
واﻟﻘﺎذورات و اﳌنﺸﺄة اﻟﻨﻈﻴﻔﺔ ﺗﻈهﺮ [ي أﺑ^ Dﺻﻮرة ﻣﻤﺎ يﺴﺎﻋﺪ ﻋeى
رﻓﻊ اﻟﺮوح اﳌﻌﻨﻮيﺔ ﻟﺪى اﳌﺮ DCBواﻟﻌﺎﻣﻠFن.
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ﺗﻨﻈﻴﻒ وﺗﻄه dcاﻟﺒيﺌﺔ )ﺗﺎبﻊ(
• ﻳﻤﺘﺪ تﻌﺮيﻒ ﻣﺼﻄلح )ﻧﻈﺎﻓﺔ اﻟﺒيﺌﺔ( إ;ى اﻟﺘﻨﻈﻴﻒ اﻟﻌﺎم ﻟﻸﺳﻄﺢ
داﺧﻞ ﻣنﺸﺂت اﻟﺮﻋﺎﻳﺔ اﻟصحﻴﺔ ﺑﺈزاﻟﺔ اﳌﻮاد اﻟﻌﻀﻮيﺔ واﻷﺗﺮبﺔ
واﻟﻘﺎذورات ﻣﻤﺎ ﻳﺆدى إ;ى اﻟﺘﺨﻠﺺ ﻣﻦ نﺴﺒﺔ ﻛﺒdcة ﻣﻦ اﳌﻴﻜﺮوبﺎت.
• تﺴﺘﺨﺪم اﳌﻨﻈﻔﺎت اﻟﻌﺎدﻳﺔ واﳌﺎء iي أﻏﺮاض اﻟﺘﻨﻈﻴﻒ اﻟﻌﺎﻣﺔ
ﻓﺎﳌﻨﻈﻔﺎت )كﺎﻟﺼﺎﺑﻮن اﻟﺴﺎﺋﻞ ( ﺗﺰيﻞ اﻷﺗﺮبﺔ واﳌﻮاد اﻟﻌﻀﻮيﺔ وﺗﺬﻳﺐ
اﻟﺪهﻮن وﺗﻔﻜﻜهﺎ إ;ى أﺟﺰاء ﺻﻐdcة ﻣﻤﺎ يﺴهﻞ ﺗﻨﻈﻔهﺎ ﺑﻮاﺳﻄﺔ اﻟﻔﺮك.
• iى ﺣﺎﻟﺔ ﺗﻨﻈﻴﻒ اﻷﺳﻄﺢ ﻳﺠﺐ أرﺗﺪاء اﻟﻘﻔﺎزات ﺷﺪﻳﺪة اﻟﺘﺤﻤﻞ .
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ﺗﻨﻈﻴﻒ اﻟﺪم وﺳﻮاﺋﻞ الجﺴﻢ اﻻﺧﺮى
• ﻳﺮا$ى ﻣﺎ ﻳ)ى:
– أرﺗﺪاء اﻟﻘﻔﺎزات اﻟﻼﺗﻜﺲ أﺣﺎدﻳﺔ اﻷﺳﺘﺨﺪام ويﺘﻢ اﻟﺘﺨﻠﺺ ﻣEDﺎ ﻓﻮر
اﻹﻧEJﺎء ﻣﻦ اﻹﺟﺮاء
– إذا كﺎﻧﺖ ﻛﻤﻴﺔ اﻟﺴﺎﺋﻞ أو اﻟﺪم ﻗﻠﻴﻠﺔ ﻳﻤسح ﺑﻘﻄﻌﺔ ﻣﻦ اﻟﻘﻄﻦ أو اﻟﻘﻤﺎش
ويﺘﻢ اﻟﺘﺨﻠﺺ ﻣEDﻤﺎ ^ي ﺣﺎويﺔ اﻟﻨﻔﺎﻳﺎت الخﻄﺮة
– أﻣﺎ إذا كﺎﻧﺖ ﻛﻤﻴﺔ اﻟﺴﺎﺋﻞ أو اﻟﺪم ﻛﺒfeة ﻳﺘﻢ أزاﻟEJﺎ ﺑﺄﺳﺘﺨﺪام ﻓﻮط ورﻗﻴﺔ
أو ﻓﻮط ﻗﻤﺎش ويﺘﻢ اﻟﺘﺨﻠﺺ ﻣEDﺎ ^ى ﺣﺎويﺔ اﻟﻨﻔﺎﻳﺎت الخﻄﺮة
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ﺗﻨﻈﻴﻒ اﻟﺪم وﺳﻮاﺋﻞ الجﺴﻢ اﻻﺧﺮى )ﺗﺎبﻊ(
• ﻳ"ى ذﻟﻚ ﺗﻄه ,+اﳌﻨﻄﻘﺔ ﺑﺎﻟكﻠﻮر ﺑ,8ﻛ 5000 :+ﺟﺰء >ى اﳌﻠﻴﻮن ) 9 : 1
ﺗﺨﻔﻴﻒ ﺑﺎﳌﺎء ﻣﻦ كﻠﻮر ( % 5
• ﻳ"ى ذﻟﻚ اﻟﺘﻨﻈﻴﻒ الجﻴﺪ ﻟﻠﻤﻨﻄﻘﺔ ﺛﻢ اﻟﺘﻄه ,+ﺑﺎﻟكﻠﻮر ﺑ,8ﻛ1000 :+
ﺟﺰء >ى اﳌﻠﻴﻮن ) 49 : 1ﺗﺨﻔﻴﻒ ﺑﺎﳌﺎء ﻣﻦ كﻠﻮر  (% 5وي,8ك ﻟﻔ,8ة
ﺗﻼﻣﺲ ﻣﻨﺎﺳﺒﺔ ﺛﻢ ﺗﺠﻔﻒ اﳌﻨﻄﻘﺔ .
• ﻣلحﻮﻇﺔ  :ﻳﺮا\ى ﻋﻨﺪ أﺳﺘﺨﺪام ﻣﺤﻠﻮل اﻟكﻠﻮر >ى اﻟﺘﻄه ,+اﻷﻟ:8ام
ﺑﺰﻣﻦ اﻟﺘﻼﻣﺲ )  10دﻗﺎﺋﻖ (
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ﻣﺨﻠﻔﺎت اﻟﺮﻋﺎﻳﺔ اﻟصحﻴﺔ
• ﻣﺨﻠﻔﺎت ﻏ)* ﺧﻄﺮة :ﻣﺜﻞ أوراق تﻐﻠﻴﻒ اﳌﻌﺪات اﻟﻄﺒﻴﺔ واﳌﺴﺘﻠﺰﻣﺎت
• ﻣﺨﻠﻔﺎت ﺧﻄﺮة وتﺸﻤﻞ:
– اEخﻠﻔﺎت اﳌﻌﺪﻳﺔ  :وتﺸﻤﻞ ﺟﻤﻴﻊ اﻷﺷﻴﺎء اﻟ NMﺗﻠﻮﺛﺖ أو يﺸتﺒﺔ Uى ﺗﻠﻮXWﺎ
ﺑﺎﻟﺪم أو ﺳﻮاﺋﻞ الجﺴﻢ اﻷﺧﺮى ) اﻟﻘﻔﺎزات – واEخﻠﻔﺎت اﳌﻠﻮﺛﺔ ﺑﺎﻟﺪم (
– ﻣﺨﻠﻔﺎت اﻷدوات الحﺎدة  :وتﺸﻤﻞ اﻟﺴﺮﻧﺠﺎت واﻹﺑﺮ وﻣﺎ ﺷﺎXhﺎ ﻣﻦ اﻷدوات
اﻟ NMﻟهﺎ اﻟﻘﺪرة ﻋlى أﺧ*mاق الجﻠﺪ أو أنسجﺔ الجﺴﻢ
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ﺧﻄﻮات اﻟﺘﻌﺎﻣﻞ ﻣﻊ اﻟﻨﻔﺎﻳﺎت اﻟﻄﺒﻴﺔ
•
•
•
•
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اﻟﻔﺼﻞ :ويﻘﺼﺪ ﺑﮫ اﻟﻔﺼﻞ ﻋﻨﺪ اﳌﻨﺒﻊ وذﻟﻚ ﺑﻮﺿﻌهﺎ 9ي أﻛﻴﺎس
ﻣﻠﻮﻧﺔ وﺣﺎويﺎت ﻣﻨﺎﺳﺒﺔ .
اﻟﺘﺪاول :ويﻘﺼﺪ ﺑﮫ ﺟﻤﻊ اJخﻠﻔﺎت وﻧﻘﻠهﺎ داﺧﻞ اﳌنﺸﺄة اﻟصحﻴﺔ
اﻟﺘﺨﺰيﻦ اﳌﺆﻗﺖ :ويﻘﺼﺪ ﺑﮫ ﺗﺨﺰيﻦ اJخﻠﻔﺎت 9ى اﳌنﺸﺄة لح]ن ﻧﻘﻠهﺎ
واﻟﺘﺨﻠﺺ اﻟ`aﺎئﻰ ﻣ`aﺎ .
اﻟﻨﻘﻞ ﺧﺎرج اﳌنﺸﺄة :ﻧﻘﻞ اJخﻠﻔﺎت إgى ﻣكﺎن اﳌﻌﺎلجﺔ واﻟﺘﺨﻠﺺ
اﻟ`aﺎئﻰ ﺧﺎرج اﳌنﺸﺄة

ﺧﻄﻮات اﻟﺘﻌﺎﻣﻞ ﻣﻊ اﻟﻨﻔﺎﻳﺎت اﻟﻄﺒﻴﺔ
• اﳌﻌﺎلجﺔ  :ﻣﻌﺎلجﺔ اﻟﻨﻔﺎﻳﺎت الخﻄﺮة ﻋﻦ ﻃﺮيﻖ الحﺮق أو اﻟﻔﺮم أو
اﻟﺘﻌﻘﻴﻢ .
• اﻟﺘﺨﻠﺺ اﻟEDﺎئﻰ  :وهﻮ ﻋﻤﻠﻴﺔ اﻟﺘﺨﻠﺺ ﻣﻦ اKخﻠﻔﺎت بﻌﺪ ﻣﻌﺎلجﺘﮫ
بﺸكﻞ ERﺎئﻲ .
• ﻣلحﻮﻇﺔ  :ﻳﺘﻌVن ﺟﻤﻊ أﻛﻴﺎس اﻟﻨﻔﺎﻳﺎت الخﻄﺮة وﻧﻘﻠهﺎ إ_ى ﻣﻨﻄﻘﺔ
اﻟﺘﺨﺰيﻦ اﳌﺆﻗﺖ ﻋﻨﺪ أﻣﺘﻼEfﺎ إ_ى ﺛﻼﺛﺔ أربﺎع حجﻤهﺎ أو بﻌﺪ كﻞ ﻧﻮبﺔ
ﻋﻤﻞ أEmﻤﺎ أﻗﺮب ﻛﻤﺎ ﻳﺘﻌVن اﻟﺘﺨﻠﺺ ﻣﻦ ﺻﻨﺎدﻳﻖ اKخﻠﻔﺎت الحﺎدة
ﻋﻨﺪ أﻣﺘﻼEfﺎ إ_ى ﺛﻼﺛﺔ أربﺎع حجﻤهﺎ .
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SESSION 5

Objectives
• By the end of the session the participant will
be able to:
– Discuss return of fertility after child birth and
abortion.
– Discuss starting contraceptive methods after
child birth and abortion.
– Explain surgical methods.
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Postpartum Contraception
• A woman is able to become pregnant as
early as 4 to 6 weeks after childbirth.
• A woman should be using the family
planning method as early as possible after
childbirth, to avoid unplanned pregnancy
and closely spaced pregnancies.
• Waiting at least 3 years before a woman
becomes pregnant again is good for her
health and her children health.
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Postpartum Contraception (cont.)
• Ideally family planning counseling should
start during antenatal care.
• All women should receive FP counseling
before discharge from hospital.
• A woman may choose to insert an IUD
immediately post partum, provided she has
received adequate counseling.
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Postpartum Contraceptive Options
Family planning method

Fully or nearly fully
breast feeding

Partially or not breast
feeding

Lactation amenorrhea
method

could start immediately.

Not applicable.

CuT-380A IUD

Within 48 hours after delivery, otherwise wait for 4
weeks.

Progestin only pills

after child birth
(category2).

Implants
Progestin only
(3 months) injectables

Immediately if not breast
feeding.
6 weeks after child birth if
partially breast feeding.

6 weeks after child birth
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Postpartum Contraceptive Options (cont.)
Family planning method

Fully or nearly fully
breast feeding

Partially or not breast
feeding

Combined contraceptives
( COCs)
Monthly combined
injectable

6 months after childbirth. -She can start COCs if she
has not other risk factor
for VTE if she has risk
factor for VTE delay to 6
weeks.
- 6 weeks after childbirth
if partially breast feeding.

Male or female condoms

Can start immediately.

Fertility awareness
method

Can start when normal secretions have returned, or
she has had 3 regular menstrual cycles.
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Postabortion Contraception
• Key messages :
– Fertility returns within 2 weeks after a first- trimester
abortion, miscarriage and within 4 weeks after a
second- trimester abortion, miscarriage.
– Women need protection from pregnancy almost
immediately.
– If a woman wants to become pregnant again,
encourage her to wait at least 6 months to reduce
the risk of low birth weight, and repeated abortion.
– She should not have sex until bleeding stops to
avoid infection.
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Postabortion Contraception (cont.)
• Key messages :
– Women with infection or genital injury must be
treated before starting sexual activities.
– All modern methods can be started immediately
following first trimester abortion or miscarriage.
– IUD can be inserted immediately after
uncomplicated first-trimester abortion, firsttrimester miscarriage or after treating infection or
injury.
– IUD insertion after second-trimester abortion
requires specially trained physicians.
– All post abortion women should receive FP
counseling before discharge from hospital.
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Surgical Methods
Female Sterilization

• What is female sterilization?
– It is a permanent method of contraception if
there is medical indication.
– The procedure is used to block or cut the
fallopian tubes and hence prevent fertilization of
ovum.
– Also called tubal ligation or tubal sterilization.
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Female Sterilization
• Mechanism of action:
– Fallopian tubes are blocked or cut , eggs
released from the ovaries cannot move down
the tubes.

• Effectiveness:
– Less than 1 pregnancy per 100 women over the
first year after having sterilization.
– Effectiveness varies slightly depending on how
the tubes are blocked.
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Surgical Methods
Male Sterilization

• What is male sterilization?
– It is a simple surgical procedure, the provider
cuts or blocks (vas deferens).
– Also called vasectomy.
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Male sterilization
• Mechanism of action:
– Works by closing off each of vas deferens keeping
sperm out of semen, semen is ejaculated but it
cannot cause pregnancy.

• Effectiveness:
– It carries small risk of failure, where men cannot
have their semen examined 3 months after the
procedure to see if it still contains sperm. Pregnancy
rates are about 2 to 3 per 100 women over the first
year after their husbands have had a vasectomy.
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DAY THREE

SESSION 1

Objectives
• By the end of the session participants will be
able to:
– Describe key facts about implanon (mode of
action, effectiveness, side effects and when to
use).
– Identify the woman who are not eligible for use
of implanon (using WHO Medical Eligibility
Criteria).
– Demonstrate Implanon insertion and removal on
arm models according to the steps of the clinical
skills checklist.
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Implants
• What are implants?
– Small plastic rods about the size of a
matchstick, that release a progestin like the
natural hormone progesterone.
– Contain (etonogestrel, 68 mg) third generation
of progestagens).
– Prevent the release of ovum from the ovaries
and thickens cervical mucus (thus blocks sperm
from meeting an ovum).
– Implanon: 1 rod, effective for 3 years.

289

Effectiveness of Implants
• One of the most effective and long- lasting
methods.
• Less than 1 pregnancy per 100 women
using implants over the first year.
• Return of fertility after implants are removed:
no delay.
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Advantages of Implants
• Help protect against: risks of pregnancy,
Symptomatic pelvic inflammatory disease.
• May protect against: iron-deficiency anemia,
cancer endometrium and cancer ovary.
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Disadvantages of Implants
• Insertion and removal by a minor surgical
procedure.
• Cannot be initiated or discontinued without
service provider help.
• Needs to be inserted and removed by a
specially trained service provider.
• High cost.
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Side Effects of Implants
• Some users report the following:
– Noted changes in bleeding patterns: lighter
bleeding, irregular bleeding or no monthly
bleeding.
– Weight gain, headaches, dizziness, abdominal
pain, mood changes, acne, breast tenderness
and nausea.
– Physical changes: enlarged ovarian follicles.
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Uncommon Complications of Implants
• Infection at insertion site, most infections
occur within the first 2 months after
insertion.
• Difficult removal.
• Expulsion of implant, most often occur within
the first 4 months after insertion.
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Who Can Not Use Implants?
• Category 3-4 of WHO Medical Eligibility
Criteria; women who:
– Have severe cirrhosis of the liver or liver tumor.
– Have blood clot in their legs or lungs.
– Have unusual vaginal bleeding.
– Have or have ever had breast cancer.
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When to Start Implants?
• Having menstrual cycles or switching from non
hormonal method:
– If she is starting within 5 days after the start of her
monthly bleeding, no need for a backup method.
– If it is more than 5 days after the start of her
monthly bleeding, she can have implant any time it
is reasonably certain she is not pregnant but she
will need a backup method for the first 7 days after
insertion.

• Switching from a hormonal method:
– she can start immediately if she has been using the
method consistently and correctly.
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When to Start Implants? (cont.)
• Fully or nearly fully breastfeeding:
– If her monthly bleeding has not returned, and
she is fully lactating she can have implant
inserted any time after giving birth no need for a
backup method.
– If her monthly bleeding has returned she can
have implant inserted as advised for women
having menstrual cycles.
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When to Start Implants? (cont.)
• If she wants to insert Implant 6 months after
giving birth:
– If her monthly bleeding has not returned, and
she is fully lactating she can have implant
inserted any time if it is reasonably certain she
is not pregnant but she will need a backup
method for the first 7days after insertion
– If her monthly bleeding has returned she can
have implant inserted as advised for women
having menstrual cycles.
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When to Start Implants? (cont.)
• Non breastfeeding women :
– If less than 4 weeks after giving birth: she can have
implant inserted any time no need for a backup
method.
– More than 4 weeks after giving birth: if her monthly
bleeding has not returned, she can have implant
inserted any time if it is reasonably certain she is
not pregnant she will need a backup method for the
first 7 days after insertion.
– If her monthly bleeding has returned she can have
implant inserted as advised for menstruating
women.
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When to Start Implants? (cont.)
• After miscarriage or abortion:
– She can insert immediately if she is starting
within 7 days after first or second trimester
miscarriage or abortion with no need for a
backup method .
– If it is more than 7 days after first or second
trimester miscarriage or abortion she can have
implant inserted any time if it is reasonably
certain she is not pregnant but she will need a
backup method for the first 7 days after
insertion.
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SESSION 2

Objectives
• By the end of the session participants will be
able to:
– Demonstrate Implanon insertion and removal on
arm models according to the steps of the clinical
skills checklist.
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SESSION 3

Objectives
• By the end of the session the participant will
be able to:
– Discuss pre- requisites for good counseling.
– Practice effective FP counseling skills including
verbal and non verbal communication, tone of
voice, feedback, use of questioning, reflecting
feelings, listening , empathy……etc
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Successful Counseling in FP/RH Services
Provision
• FP practice in Egypt respects the rights of
women /families to decide on using FP
methods freely and voluntarily through
providing access to a wide range of modern
contraceptives.
• It is the role of service provider (physician or
nurse) to inform women and educate them
about advantages and disadvantages of various
FP methods to be able to make an informed
choice.
• Counseling is an integral component of FP
services.
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Successful Counseling in FP/RH Services
Provision (cont.)
• Counseling is a process of face to face, two
way communication between a health care
provider and an individual/ couple.
• A counselor ( physician/nurse) provides
factual information and assists the
individual/ couple to make a decision about
behavior change or using a FP method
taking into account their feelings, concerns
and living circumstances.

306

When to Provide FP Counseling?
• The following are good moments to counsel
women (and their husbands) about FP:
– Client seeking advice about birth spacing/ limiting.
– Antenatal care, especially during third trimester.
– Post natal care , especially first follow up visit after
child birth.
– Child immunization or child care visits.
– Client seeking gynecological care or general health
care (e.g. reproductive tract infections, diabetes,
hypertension).
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Successful Counseling in FP/RH Services
Provision
• Get to know the profile of clients that come
for counseling:
– Socioeconomic background (e.g. education,
employment, residence ….etc)
– Living conditions .
– Reproductive goals.
– Fears/Concerns.
– Expectations.
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Counseling Skills
•
•
•
•
•
•
•
•
•
•
•

Verbal and non verbal communication.
Tone of voice.
Feedback.
Effective use of questioning.
Reflecting feelings.
Listening.
Relating and empathy.
Paraphrasing and clarifying.
Simplifying medical language.
Effective use of AV materials.
Combating misinformation and rumors.
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Counseling Skills
•
•
•
•
•
•
•
•
•

Non verbal Counseling skills:
Freshness
Smile
Open posture
Less physical barriers
Eye contact
Appropriate distance
Attentive and respectful attitude
Leaning towards client
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Positive Nonverbal Cues Include:
• Leaning toward the client.
• Smiling, without showing tension.
• Facial expressions which show interest and
concern.
• Maintaining eye contact with the client.
• Encouraging supportive gestures such as
nodding one's head.
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Negative Nonverbal Cues Include:
• Not making or maintaining eye contact
• Glancing at one's watch obviously and more
than once
• Frowning
• Fidgeting
• Sitting with the arms crossed
• Leaning away from the client
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SESSION 4

Objectives
• By the end of the session the participant will
be able to:
– Discuss the principles of GATHER.
– Practice effective FP counseling skills.
– Discuss role of men in FP.
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Communicating with Clients
ROLES

• Providers should remember ROLES when
communicating with clients:
– R = Relax the client by using facial expressions
showing concern.
– O = Open up the client by using a warm and
caring tone of voice.
– L = Lean towards the client, not away from.
– E = Establish and maintain eye contact with the
client.
– S = Smile.
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Counseling
GATHER

• The GATHER Approach:

G = Greet respectfully
A = Ask/Assess needs
T = Tell information
H= Help choose
E = Explain and demonstrate
R = Return and reinforce/refer
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The GATHER Approach

Greet
•Greet the client. She should feel welcome. Build a
rapport with the client by greeting her and making
her feel comfortable.

Ask
• Ask questions effectively in a friendly manner using words
that the client understands. Listen patiently without being
judgmental. Identify her needs by asking relevant questions
about personal, social, family, medical and reproductive
health including reproductive tract infections, sexuallytransmitted diseases, family planning goals and past/ current
use of family planning methods.
317

The GATHER Approach (cont.)

Tell
•Tell the client relevant information to help her
reach a decision and make an informed choice
regarding contraception methods.

Help
•Help the client reach a decision and give other
related information.
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The GATHER Approach (cont.)

Explain
•Explain about the methods in detail including, its
efficacy, how to use, side effects and medical
eligibility criteria, as well as common problems and
its management.

Return
•Return for ongoing contraceptive method is
advised
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Components of FP Counseling
• Good counseling helps clients choose and
use family planning methods that suit them.
Clients differ, their situations differ, and they
need different kinds of help. The best
counseling is tailored to the individual client.
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Components of FP Counseling
Client type

Usual counseling tasks

New clients with a method in mind. • Find out why client wants this

method and if she knows about other
methods.
• Support the client’s choice, if she is
medically eligible.
• Discuss how to use the method and
how to cope with any side effects.
• If preferred method is not suitable for
her, explain reasons and provide
other options.
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Components of FP Counseling (Cont.)
Client type

Usual counseling tasks

New client with no method in mind.

•
•
•

•
•

Ask the client about the method
that’s she knows. Explain all the
methods
Help the client consider methods
that might suit her.
If the client shows interest in a
specific method , provide more
information about the method
(mode of action, effectiveness, cost
and side effects)
If client is unable to make a choice ,
suggest to her a method that suits
her needs and living conditions.
Support the client’s choice, give
instructions on use, and discuss how
to cope with any side effects.
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Components of FP Counseling (Cont.)
Client type

Usual counseling tasks

Returning clients with no
problems.

•
•
•

Ask a friendly question about how the
client is doing with the method and if she
has any questions or concerns.
Inform her about routine follow up.
Check to see if she is still eligible before
this method .
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Components of FP Counseling (Cont.)
Client type

Usual counseling tasks

Returning clients with problems.

•

Understand the problem and
help resolve it whether the
problem is side effects, trouble
using the method, an
uncooperative husband.

Complications:
• If complications requires
discontinuing method, offer
advice on other FP options and
treat complications.
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اﳌﻌﻠﻮﻣﺎت اﻟﺘﺎﻟﻴﺔ ﺗﻤﺜﻞ أهﻤﻴﺔ ﻛﺒVUة أﺛﻨﺎء ﺟﻠﺴﺔ اﳌﺸﻮرة
•
•
•
•
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ﻣﻌﻠﻮﻣﺎت اﳌﻨﺘﻔﻌﺔ ﻋﻦ ﺗﻨﻈﻴﻢ اﻷﺳﺮة
اﻟﺘﺠﺎرب اﻟﺴﺎﺑﻘﺔ ﻟﻠﻤﻨﺘﻔﻌﺔ ﻋﻦ ﺗﻨﻈﻴﻢ اﻷﺳﺮة
الخﻄﺔ اﳌﺴﺘﻘﺒﻠﻴﺔ بﺸﺄن اﻹﻧﺠﺎب
ﻣﻮﻗﻒ اﻟﺰوج أو اﻟﻌﺎﺋﻠﺔ ﻣﻦ ﺗﻨﻈﻴﻢ اﻷﺳﺮة

اﳌﻌﻠﻮﻣﺎت اﻟﺘﺎﻟﻴﺔ ﺗﻤﺜﻞ أهﻤﻴﺔ ﻛﺒKJة أﺛﻨﺎء ﺟﻠﺴﺔ اﳌﺸﻮرة )ﺗﺎبﻊ(
• اﳌﻨﺘﻔﻌﺎت اﻟﻼتﻰ ﻟﺪ0/ﻦ أﺣﺘﻴﺎﺟﺎت ﺧﺎﺻﺔ:

– اﳌﻨﺘﻔﻌﺎت ﺻﻐﺎر اﻟﺴﻦ.
– اﳌﻨﺘﻔﻌﺎت بﻌﺪ اﻟﻮﻻدة.
– اﳌﻨﺘﻔﻌﺎت بﻌﺪ اﻻﺟهﺎض.
– اﳌﻨﺘﻔﻌﺎت ﻛﺒﺎر اﻟﺴﻦ.
– اﻟﺴﻴﺪات اﳌﺘﻌﺎيﺸﺎت ﻣﻊ ﻓKJوس ﻧﻘﺺ اﳌﻨﺎﻋﺔ اﻟبﺸﺮى.
– اﻟﺴﻴﺪات اﻟﻼتﻰ يﻌKUض أزواﺟهﻦ ﻋWى ﺗﻨﻈﻴﻢ اﻷﺳﺮة.
– اﻟﺴﻴﺪات اﻟﻼتﻰ ﻟﺪ0/ﻦ ﻣﺨﺎوف ﻣﻦ اﺳﺘﺨﺪام وﺳﺎﺋﻞ ﺗﻨﻈﻴﻢ اﻷﺳﺮة
)بﺴبﺐ بﻌﺾ اﻻﺷﺎﻋﺎت أو ﻟﺘﻌﺮﺿهﻦ ﳌﻀﺎﻋﻔﺎت أو أﻋﺮاض ﺟﺎﻧبﻴﺔ ﻋﻨﺪ
اﺳﺘﺨﺪام إﺣﺪى اﻟﻮﺳﺎﺋﻞ(
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اﳌﻌﻠﻮﻣﺎت اﻟﺘﺎﻟﻴﺔ ﺗﻤﺜﻞ أهﻤﻴﺔ ﻛﺒpoة أﺛﻨﺎء ﺟﻠﺴﺔ اﳌﺸﻮرة )ﺗﺎبﻊ(
•
•
•
•
•
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اﻟﺘﺄﻛﻴﺪ ﻋ*ى أﺧﺬ اﻟﻮﺳﻴﻠﺔ 3ى اﳌﻮﻋﺪ ا5حﺪد.
ﻣﺮاﺟﻌﺔ اﳌﻨﺘﻔﻌﺔ ﻟﻠﻄﺒيﺒﺔ ﻋﻨﺪ ﺣﺪوث ﻣﻀﺎﻋﻔﺎت أو أﻋﺮاض ﺟﺎﻧبﻴﺔ
تﺴبﺐ اﻟﻘﻠﻖ.
أﻋﻄﺎء ﻣﻌﻠﻮﻣﺎت كﺎﻓﻴﺔ ﻋﻦ ﻣكﺎن اﻹﺣﺎﻟﺔ ﻋﻨﺪ اﻟﻀﺮورة ﻣﻊ اﳌﺘﺎبﻌﺔ.
ﺣﺒﻮب ﻣﻨﻊ الحﻤﻞ أﺣﺎدﻳﺔ اﻟهﺮﻣﻮن ﻳﺠﺐ أﺧﺬهﺎ ﻳﻮﻣﻴﺎ دون ﺗﻮﻗﻒ و
3ى ﻧﻔﺲ اﳌﻴﻌﺎد.
ﺣﺒﻮب ﻣﻨﻊ الحﻤﻞ اﳌﺮﻛﺒﺔ و الحﺒﻮب أﺣﺎدﻳﺔ اﻟهﺮﻣﻮن ﻟيﺴﺖ اﻟﻮﺳﻴﻠﺔ
اﳌﺜ*ى ﻟﻠﻤﻨﺘﻔﻌﺎت اﻟﻼتﻰ ﻟﺪkjﻦ ﺻﻌﻮبﺔ 3ى أﺧﺬهﺎ دون نﺴﻴﺎن.

اﳌﻌﻠﻮﻣﺎت اﻟﺘﺎﻟﻴﺔ ﺗﻤﺜﻞ أهﻤﻴﺔ ﻛﺒfeة أﺛﻨﺎء ﺟﻠﺴﺔ اﳌﺸﻮرة )ﺗﺎبﻊ(
• ﳌﺴﺘﺨﺪﻣﺎت ﻛبﺴﻮﻻت اﻷﻣﺒﻼﻧﻮن:
– اﻟﻌﻮدة 8ى ﻣﻮﻋﺪ إزاﻟﺔ اﻟﻜبﺴﻮﻟﺔ.
– اﻟﺘﺎﻛﻴﺪ ﻋ@ى ان اﻷﺛﺎر الجﺎﻧبﻴﺔ ﺷﺎئﻌﺔ وﻟﻜIHﺎ ﻧﺎدرا ﻣﺎ ﺗكﻮن ﺿﺎرة.
– اﻟﺮﺟﻮع ﻟﻠﻄﺒيﺐ إذا ﺳﺒبﺖ ﻟﻚ ﺿﻴﻘﺎ.
– اﻟﺮﺟﻮع ﻟﻠﻄﺒيﺐ 8ى أى وﻗﺖ إذا كﺎن ﻟﺪﻳﻚ ﻣﺸكﻠﺔ أو ﺗﺮيﺪﻳﻦ أزاﻟﺔ
اﻟﻜبﺴﻮﻟﺔ.
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Men Engagement in FP
• Why does engaging men matter?
– ICPD ( Cairo 1994),recommended that programs and
polices to enable men to play a more active role in
reproductive decisions, including FP method choice and
use.
– The husband plays a key role in family size decision
making, it is essential that he be adequately informed on
FP/RH.
– A well informed husband will encourage and support his
wife to use FP methods.
– Male acceptance is associated with high continuation
rates and use-effectiveness rates.
– Male permission on seeking health care and financial
support.
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How Can Men Play a More Active Role in FP?
• Be informed about various FP products
which will help in changing their attitudes
that are not supportive to women right to
access FP/RH.
• Support their wife’s decision to use
contraception.
• Accompany their wives to the clinic to receive
FP methods and counseling.
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How Can Men Play a More Active Role in FP?
(cont.)
• Show understanding of the method sideeffects on their wives and support their
wives to tolerate theses side-effects.
• Use male methods (e.g. Condom)as an
effective method, if their wives can’t use
methods.
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SESSION 5

Objectives
• Demonstrate Skills in FP counseling through
4 role plays.

333

DAY FOUR

DAY FOUR: FIELD VISIT

Objective
• Participants will observe and practice
counseling and insertion of IUDs and
Implanon on real clients at the FP clinics.
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DAY FIVE

SESSION 1

Objectives
• By the end of the session the participant will be
able to:
– Discuss components of premarital care program.
– Discuss infertility counselling for newly married
couples.
– Discuss the definition and consequences of GBV.
– Identify the role of men in ending GBV.
– Discuss health complications and legal
consequences of FGM/C.
– Explain causes, types, symptoms and prevention of
sexually transmitted infections (STIs/HIV).
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Premarital Care Program
Objectives

• Help couples enjoy satisfying, stable and healthy life.
• Provide couples with medical, social and
psychological support.
• Discuss with the couples their thoughts and fears
freely.
• Promote awareness regarding reproductive health,
FP and healthy life style.
• Emphasize the preventive aspects of reproductive
health (Rh factor incompatibility- hazards of German
measles- STIs including AIDS).
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Premarital Care Program
Objectives (cont.)

• Discuss the impact of medical disorders upon health
including: DM, hypertension, TB, mumps in men,
operations, menstrual history, immunization
• Provide counseling regarding high risk behavior,
including those related to HIV, hepatitis B, and other
infectious diseases.
• Assist in overcoming the impact of hereditary
disorders by identifying problems followed by
counseling.
• Help reduce the incidence of common
haemoglobinopathies eg: thalassemias and sickle
cell disease.
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Premarital Care Program
Counseling

• Explain the basic RH/FP issues to the couple
including:
– Anatomical facts
– Reproductive physiology
– Suitable FP methods
– Healthy timing and spacing of pregnancy
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Premarital Care Program
History Taking

• Ask the couple about:
– Hereditary diseases
– Diseases: diabetes, tuberculosis, hypertension,
STIs, mumps in men… etc
– Operations: laparotomy, varicocele, hydrocele,
hernia.
– Menstrual history: menarche, regularity,
duration, flow, dysmenorrhea and date of last
menstruation
– Immunization for rubella and tetanus of the
future wife
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Premarital Care Program
Examination

• General examination
• Abdominal examination:
– Distribution of pubic hair
– Abdominal masses
– Scars
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Premarital Care Program
Investigations

• Premarital investigation:
– Rh factor - blood group
– CBC
– Urine analysis

• Other investigations (only if needed), such as:
–
–
–
–

VDRL for syphilis
ELISA for hepatitis or HIV
Ultrasound and hormone assays for female
Semen analysis
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Newly Married Couples Fertility Concerns
• Newly married couples usually ask about
their potential fertility.
• Among couples with no fertility problems;
85% of women will become pregnant in the
first year.
• On the average, pregnancy occurs after 3-6
months of unprotected sex.
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Infertility
• Infertility is the inability to produce children.
• Infertility occurs in both men and women.
• On the average, it affects 1 in every 10
couples.
• A couple is considered infertile after having
12 months of unprotected sex without
pregnancy.
• A couple can be infertile whether or not the
woman has been pregnant in the past.
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Preventing Infertility
• Counsel clients about STIs.
• Proper treatment of infection.
• Following proper infection prevention
practices when performing medical
procedures.
• Contraception does not cause infertility: With
most contraceptive methods, there is no
delay in return of fertility after stopping
them.
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Infertility Counseling
• Counsel both partners together.
• A man is just as likely to have infertility as a
woman.
• Wait for 12 months of continuous marital life
before starting investigations.
• Counsel couples about having sex in the
fertile period ( days 8 through 19 of every
cycle).
• Refer both partners for evaluation.
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Gender-Based Violence
• Gender based violence (GBV) is an overall
term for any harm that is perpetrated against
a person’s will and that result from power
inequity that is based on gender roles. GBV
is a human right violation, a public health
challenge, and affects social, political and
economic participation.
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Gender–Based Violence (cont.)
• GBV is a public health challenge that takes
many forms, from domestic and sexual to
harmful practices such as early marriage and
FGM/C.
• Violence against women and girls is one of the
most systemic and wide spread violations of
human rights worldwide.
• The impact of violence ranges from immediate
to long term multiple physical, sexual, and
mental consequences, it negatively affects
women’s general well being and prevents
women from fully participating in society.
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Role of Men in Ending GBV
• Men are active participants and promoters
of changing the culture of violence that exist.
• They should take responsibility for how much
they contribute to or oppose to violence:
actions, words, silence.
• Educate themselves and listen to people
who have different experience with violence.
• Attend events that relate to anti violence
work.
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Role of Men in Ending GBV (cont.)
• Share their knowledge about GBV with other
men and young men in family, work,
community…etc
• Take actions against violence when they see
it.
• Reach out for the large number of men in
male –dominated institutions ,industries and
associations for sensitizing them regarding
their role in promoting gender equality and
women empowerment.
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Female Genital Mutilation/Cutting (FGM/C)
• FGM comprises all procedures that involve partial or
total removal of the external female genitalia or other
injury to the female genital organs for non-medical
reason.
• There is no medical indication for FGM, it is not part
of OB/GYN education and training and there are no
health benefits of FGM/C.
• FGM is a violation of human rights of girls and
women and constitute an extreme form of
discrimination against girls and women.
• This practice also violates a persons right to health ,
security and physical integrity and the right to life
when the procedure results into death.
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Female Genital Mutilation (cont.)
• FGM practice in Egypt:
– FGM prevalence is 92 % in women in reproductive
age (15 – 49 years).
– It is 61 % among girls (15 - 17 years).
– The average age at which FGM is practiced is 10.5
years.

• Medicalization of FGM:
– Dramatic shift in FGM practice from TBA to medical
practitionals ( physicians and nurses), 31 % of
women (15- 49 years ) were cut by physicians
compared to 82 % of girls (o – 19 years) - (EDHS
2014).
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External Female Genitals
• The external genital organs include the mons
pubis, labia majora, labia minora, Bartholin
glands, and clitoris. The area containing these
organs is called the vulva. The external genital
organs have these main functions:
– Enabling sperm to enter the body.
– Protecting the internal genital organs from infectious
organisms.
– Providing the sexual pleasure.
– Directs the urine in a stream by the labia minora
preventing splashing and soiling of the vulva.
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Role of the Clitoris and Labia
• These organs are very rich of nerve endings
that make them extremely sensitive organs.
Touch stimulation of the nerve endings in
the labia and especially the clitoris produces
sensations of sexual pleasure and orgasm.
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Sexual Desire
• Sex starts with desire in response to various
stimuli like vision, sound, smell, memory, etc...
• Desire is a purely mental process that
originates in the brain (not in external genital
organs) and is influenced by personal, cultural,
ethical and social factors.
• Desire may or may not progress to the next
phases of the sexual response cycle i.e.
arousal, plateau, orgasm then resolution
phases.
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Sexual Response Cycle
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Classification of FGM/C
• Female genital cutting is classified into 4
major types:
– Type I: Often referred to as clitoridectomy, this is
the partial or total removal of the clitoris and/or
the prepuce.
– Type II: Often referred to as excision, this is the
Partial or total removal of the clitoris and the
labia minora, with or without excision of the
labia majora.
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Classification of FGM/C (cont.)
– Type III: Often referred to as infibulations, this is the
narrowing of the vaginal opening through the
creation of a covering seal. The seal is formed by
cutting and repositioning the labia minora, or labia
majora, sometimes through stitching, with or
without removal of the clitoris.
– Type IV: This includes all other harmful procedures
to the female genitalia for non-medical purposes,
e.g. pricking, piercing, incising, scraping and
cauterizing the genital area.
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Types of FGM/C

362

Immediate Complications of FGM/C
•
•
•
•
•
•
•
•
•
•

Severe pain.
Urinary problems.
Excessive bleeding.
Wound healing problems.
Genital swelling.
Injury to surrounding genital tissues.
Fever.
Shock.
Infections.
Death.
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Long Term Complications of FGM/C
Painful urination ( chronic UTI).
Vaginal problems ( infections ..).
Painful menstrual periods.
Scar tissue /Keloid.
Sexual problems( Painful intercourse , fear from
sex vaginismus).
• Risk of difficult childbirth.
• Need for corrective surgery.
• Psychological problems ( depression, anxiety,
post-traumatic stress disorders ,low selfesteem).
•
•
•
•
•
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ﻋﻘﻮبﺔ ﺧﺘﺎن اﻹﻧﺎث
• ﻳﻨﺺ اﻟتﺸﺮيﻊ الجﺪﻳﺪ ﺑﺎﻟسجﻦ اﳌﺸﺪد ﻣﻦ  7-5ﺳﻨﻮات ﻋ:ى ﻣﻦ
ﻳﻘﻮم ﺑﺈﺟﺮاء هﺬﻩ اﻟﻌﻤﻠﻴﺔ ،ﺑﺪﻻ ﻣﻦ اﻟﻌﻘﻮبﺔ اﻟﺴﺎﺑﻘﺔ و اﻟ ONكﺎﻧﺖ
ﺗUTاوح ﻣﻦ  3اﺷهﺮ إZى  3ﺳﻨﻮات [ى اﻟﻘﺎﻧﻮن ﻟﺘﺘﺤﻮل ﺑﺬﻟﻚ ﻣﻦ ﺟﻨﺤﺔ
إZى ﺟﻨﺎﻳﺔ .و اﻟسجﻦ اﳌﺸﺪد  15ﺳﻨﺔ إذا أﻓ Oedاﻷﻣﺮ إZى ﻋﺎهﺔ
ﻣﺴﺘﺪﻳﻤﺔ او اﳌﻮت ﻛﻤﺎ ﺗﺼﻞ اﻟﻌﻘﻮبﺔ ﳌﻦ ﻳﺼﻄﺤﺐ اﻧ Olﻟلخﺘﺎن ﻣﻦ
ﺳﻨﺔ إZى  3ﺳﻨﻮات.
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Sexually Transmitted Infections(STIs)/HIV
• STIs spread through sexual contact.
• Several types of organisms cause STIs; those
caused by bacteria generally can be cured, STIs
caused by viruses generally cannot be cured,
although they can be treated to relieve
symptoms
• Infections can be found on the skin of the
genitals and areas around them, and some also
in the mouth, throat and rectum.
• Some STIs cause no symptoms, other may
cause discomfort or pain.
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STI

Non sexual
transmission

Type

Sexual transmission

Chancroid

Bacterial

Vaginal , anal, and oral
sex.

Chlamydia

Vaginal and anal sex
Bacterial rarely from genitals to
mouth.

Gonorrhea

Vaginal and anal sex or From mother to child
Bacterial contact between
during delivery.
mouth and genitals .

Hepatitis B

Herpes

Curable

None

Yes

From mother to child
during pregnancy.

Yes

Yes

Viral

In blood from mother
Vaginal and anal sex or to child during
No
from penis to mouth.
delivery or in breast
milk.

Viral

Genital or oral contact
with an ulcer, including from mother to child
vaginal and anal sex,
during pregnancy or
also genital contact in delivery
area without ulcer

No

STIs

HIV

Non sexual
transmission

Type

Sexual transmission

Viral

from mother to
child during
Vaginal and anal sex,
pregnancy or
very rarely, oral sex.
delivery or in
breast milk.

Human papilloma Viral
- virus

Skin-to- skin and
genital contact or
contact between
mouth and genitals.

from mother to
child during
delivery.

Syphilis

Genital or oral
contact with an ulcer,
including vaginal and
anal sex.

from mother to
child during
pregnancy or
delivery

Vaginal ,anal and
oral sex.

from mother to
child during
delivery.

Tricho-moniasis

Bacterial

Parasite

Curable

No

No

Yes

Yes

Complications of Sexually Transmitted
Infections
• If not treated, STIs may cause:
– Pelvic inflammatory disease.
– Infertility.
– Chronic pelvic pain.
– Cervical cancer.
– Some STIs can also greatly increase the chance
of becoming infected with HIV.
– HIV suppresses the immune system and
eventually lead to death.
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Sexually Transmitted Infections
Key Points for Providers and Clients

• People with STIs including HIV can use most
family planning methods safely and effectively.
• Male and female condoms can prevent STIs
when used consistently and correctly.
• STIs can be reduced in other ways; having a
mutually faithful relationship with an uninfected
partner.
370

Sexually Transmitted Infections
Key Points for Providers and Clients (Cont)

• Some STIs have no signs or symptoms in
women, if a woman thinks her partner may
have an STI, she should seek care.
• Some STIs can be treated; the sooner treated,
the less likely to cause long-term problems,
such as infertility or chronic pain.
• In most cases, vaginal discharge are due to
infections that are not sexually transmitted e.g.
Bacterial vaginosis and Candidiasis.
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Risk of Sexually Transmitted Infections?
• The risk of acquiring an STI , including HIV,
depends on a person’s behavior, the
behavior of that person’s sexual partner or
partners, and how common those diseases
are in the community.
• Understanding their own risk for HIV and
other STIs helps people decide how to
protect themselves and others.
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Early Detection of STIs
• Signs and symptoms:
– Unusual discharge
– Sores
– Pain

• Diagnosis:
– Inspection
– During vaginal and abdominal examination

• Management:
– Treat accordingly
– Refer
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Common Signs and Symptoms that May
Suggest an STI
Symptoms

Possible cause

Discharge from the penis- pus, clear Commonly: chlamydia, gonorrhea.
or yellow- green drip.
Sometimes: trichomoniasis.
Abnormal vaginal bleeding or
bleeding after sex.

chlamydia, gonorrhea, pelvic
inflammatory disease.

Burning or pain during urination.

chlamydia, gonorrhea, herpes.

Lower abdominal pain or pain
during sex.

chlamydia, gonorrhea, pelvic
inflammatory disease.

Swollen and/ or painful testicles.

chlamydia, gonorrhea

Itching or tingling in the genital
area.

Commonly: trichomoniasis.
Sometimes: herpes.
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Common Signs and Symptoms that may
Suggest an STI (Cont)
Symptoms

Possible cause

Blisters or sores on the genitals,
anus, surrounding areas,or mouth.

Herpes, syphilis, chancroid.

Warts on the genitals, anus, or
surrounding areas.

Human papillomavirus.

Unusual vaginal discharge- changes
from normal vaginal discharge in
color, consistency, amount, and/ or
odor.

Most commonly: bacterial
vaginosis, candidiasis ( not STIs,
see common vaginal infection often
confused with sexually transmitted
infections, below)
Commonly: trichomoniasis.
Sometimes: chlamydia, gonorrhea.
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Common Vaginal Infections Often Confused
with Sexually Transmitted Infections
• The most common vaginal infections are not
sexually transmitted, e.g. bacterial vaginosis
and candidiasis.
• Washing the external genital area with
unscented soap (with no chemicals) and
clean water are good hygiene practice and it
helps some women avoid vaginal infections.
• Using douches, detergents, disinfectants, or
vaginal cleaning or drying agents are not
recommended hygienic practices.
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HIV/AIDS
• People can live with HIV for many years without
any signs or symptoms of infection. Eventually,
they develop AIDS the condition when the
body’s immune system breaks down and is
unable to fight certain infections, known as
opportunistic infections.
• There is no cure for HIV infection or AIDS , but
antiretroviral (ARV) therapy can slow the
disease progresses, improve the health of those
with AIDS and prolong life. ARVs also can
reduce mother to child transmission.
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